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in over five years of clinical use and 
more than 750 published clinical studies 


Outstandingly Safe 


‘e simple dosage schedule produces rapid, reliable 


Proven 


Effective 


for relief of anxiety and tension 


tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown: 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


Qi] WALLACE LABORATORIES / New Brunswick, N. J. 
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need not hinder therapy 


EQUANIL subtly encourages acceptance of therapy in many patients suffering mild and mod- 
erate neuroses. By relaxing mind and muscle—without impairing mental and physical acuity 
—it helps you help patients toward new insights. Very often, EQUANIL permits patients to 
return to normal day-to-day activities while undergoing therapy. 


EQUANIL is predictable in its actions. The 
efficacy of EQUANIL is thoroughly documented 
in hundreds of published clinical studies. 7 
Side-reactions are rarely encountered. 
Although rare, allergic reactions may occur; git F 
: dosage and quantity prescribed should be care- 
. fully supervised. For further information on 
i prescribing and administering EQUANIL see de- 


scriptive literature, available on request. 
Wyeth Laboratories Philadelphia 1, Pa. epropayyets Medicine 
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Two New Basic Books 
for the Psychiatrist 


THE ETIOLOGY OF SCHIZOPHRENIA 
Edited by Don D. Jackson, M.D. 


Seventeen specialists and practitioners—representing the genetic, biochemical, 
dynamic, physiological, psychoanalytic and socio-cultural points of view—draw 
on their extensive research experiences in an up-to-date presentation of scientific 
knowledge about the origins and causes of schizophrenia. 


Among the contributors are: Jan A. BO6k, Murray Bowen, Robert G. Heath, 
Seymour S. Kety, L. W. Sontag and the editor. Contents include: The Possible 
Relationship of Prenatal Environment to Schizophrenia; Anxiety, Perception and 
Schizophrenia; Social Relations and Schizophrenia; A Family Concept of Schizo- 
phrenia; Biochemical Theories of Schizophrenia; A Clinical Study of Childhood 
Schizophrenia; Genetical Aspects of Schizophrenic Psychoses; A Chemical 
Approach to the Problem of Mental Disease. $7.50 


AMERICANS VIEW THEIR MENTAL HEALTH 
By Gerald Gurin, Ph.D., Joseph Veroff, Ph.D., and Sheila Feld, Ph.D. 


Here is the first documented study of the fears, tensions and anxieties that beset 
“normal” Americans today—based on the findings of intensive interviews with 
thousands of men and women selected to represent a scientifically accurate cross- 
section of the entire population. 


Among the subjects dealt with are: the degree of satisfaction with the marital 
relationship; contentment or frustration on the job; attitudes toward the rearing of 
children; the relationship between religious belief and mental health; the feelings 
of unmarried men and women about their status; the relationship between educa- 
tional attainment and self-esteem; the ways in which people attempt to solve their 
emotional probleins. 


Prepared at the Survey Research Center of the University of Michigan, this is the 
fourth volume in the series being published under the auspices of the Joint 
Commission on Mental Illness and Health. $7.50 


BASIC BOOKS Publishers, 59 Fourth Ave., New York 3, N. Y. 


IV 


j 
5 
& 
om 
‘ F 
Fe 
5 
| 
~ 
; 
at 
2 
|| 
= 
4 


THE AMERICAN PSYCHIATRIC ASSOCIATION 


OFFICERS 1960-1961 


President: Ropert H. 


Vice President: D. GrifFITH MCKERRACHER 


Secretary: 


For 3 years 
WILLIAM MALAMUD 
DANIEL BLAIN 
Davw A. Boyp, Jr. 
M. RALPH KAUFMAN 


RosBert H. 
WALTER E. BARTON 
C. H. Harpin BRANCH 


JOHN R. SAUNDERS 
(Speaker ) 


CONSTITUTIONAL 
COMMITTEES 

Arrangements 

HuGH T. CARMICHAEL 
Board of Tellers 

EVELYN Ivey 
Ethics 

MEsrop TARUMIANZ 
Membership 

Dick McCoo. 
Nominating 

FRANCIS J. BRACELAND 


STANDING COMMITTEES 
(Internal Activities 
of the Association) 

Bud get 

Jack EwaLt 
Constitution and By-Laws 

Henry A. DavipsoN 
House 

ZIGMOND LEBENSOHN 
Increasing Responsibilities of 

the APA 

J. TOMPKINS 
Program 

JOHN DoNNELLY 


STANDING COMMITTEES 
(Technical Aspects ) 
Harvey J. TOMPKINS 
Coordinating Chairman 
Aging 
EwaLp W. Busse 
History of Psychiatry 
J. SANBOURNE BOCKOVEN 


C. H. HARDIN BRANCH 


COUNCILLORS 


For 2 years 
FRANCIS J. GERTY 
PauL Hocu 
CALVIN DRAYER 
ALDWYN STOKES 


AppiIsON M. DuvAL 
WILLIAM MALAMUD 
ALDWYN B. STOKES 


ASSEMBLY OF DISTRICT BRANCHES 


Epw arp G. BILLINGS 
(Speaker Elect) 


CHAIRMEN OF COMMITTEES 


Medical Education 

C. KNIGHT ALDRICH 
Mental Deficiency 

GEORGE TARJAN 
Psychiatry of Childhood and 

Adolescence 

REGINALD S. Lourie 
Public Health 

James V. Lowry 
Rehabilitation 

BEN JAMIN SIMON 
Research 

MILTON GREENBLATT 
Therapy 

HENRIETTE R. KLEIN 


STANDING COMMITTEES 
(Professional Standards) 
How arp ROME 
Coordinating Chairman 
Liaison with American Academy 
of General Practice 
ROBERT MATTHEWS 
Liaison with American Hospital 
Association 
R. W. WAGGONER 
Mental Hospitals 
JosePH BARRETT 
Nomenclature and Statistics 
HENRY 
Private Practice 
JOHN CoTTON 
Psychiatric Nursing 
S. HALL 
Psychiatric Social Work 
LITTNER 


V 


EXECUTIVE COMMITTEE 


MEDICAL DIRECTOR 
MATHEW Ross, 1700-18th Street, N. W., Washington 9, D. C. 


EXECUTIVE ASSISTANT 
AusTIN M. Davies, 1270 Avenue of the Americas, New York 20, New York 


Vice President: R. W. WAGGONER 
Treasurer: 


For 1 year 
Harry C. SOLOMON 
LAWRENCE C. KoLs 


Dana L. FARNSWORTH 


ROBERT T. MORSE 


Ex-O fhicio 


D. GrifFItH MCKERRACHER 


R. W. WAGGONER 


LesTER E. SHAPIRO 


(Recorder) 


Psychiatry and the Law 
KENNETH G. GRAY 
Relations with Psychology 

S. HANDLER 
Standards and Policies of 
Hospitals and Clinics 
STEWART GINSBERG 


STANDING COMMITTEES 
(Community Aspects) 
PauL LEMKAU 
Coordinating Chairman 

Academic Education 

C. Doucias DARLING 
Disaster and Civil Defense 

EpwarpD J. KoLLar 
International Relations 

LOTHAR KALINOWSKY 
Leisure Time and Its Uses 

ALEXANDER MARTIN 
National Defense 

BENJAMIN H. BALSER 
Occupational Psychiatry 

RALPH T. COLLINS 
Preventive Psychiatry 

HENRY WorK 
Public Information 

HENRY LAUGHLIN 
Religion and Psychiatry 

A. Loomis, Jr. 
Veterans 

SEYMOUR J. ROSENBERG 


SPECIAL COMMITTEE 
Certification of Mental Hospital 
Administrators 
WHINFRED OVERHOLSER 


President-Elect: WALTER E. BARTON 


Appison M. 


| 
\ 
‘ 
§ 
a 
; 
Bho 
an 
| 
+ 
Be 
i 
Tull 


brand of prochlorperazine 


in the hospital 


The convenient qizh ‘Compazine’ 
Spansule capsule dosage regimen permits 
nurses to spend less time administering 
medication and more on other forms of 
therapy. Also, ‘Spansule’ capsules stretch 
budgets. Whenever six ‘Compazine’ pa- 
tients are changed from t.i.d. tablet medi- 
cation to ‘Spansule’ capsules, the money 
saved treats an additional patient. 


Compazine’ Spansule” 


brand of sustained release capsules 


on the job 


‘Spansule’ capsules give you better con- 
trol over the office patient. Inconsistent 
observance of tablet dosage regimens may 
cause a breakthrough of symptoms. With 
‘Spansule’ capsules, however, you rely 
less on the mood and memory of the 
patient—one dose in the morning pro- 
vides ‘Compazine’ protection throughout 


the working day. 


‘Compazine’ Spansule capsules are available in four strengths: 10 mg., 15 mg., 30 mg. and 
Smith Kline & French Laboratories 


(especially for high-dosage regimens in hospitals) 75 mg. 


SMITH 
KLINE & 
FRENCH 


leaders in 
psychopharmaceutical 
research 
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Second class postage paid at Hanover, New Hampshire. 


‘ 
~ 
‘ 
i 
pe 
: 
Vil 
= 
* 


specific for 


ression 


NIAMID*: 


brand of nialamide 


helps you reach 
the depressed 
patient 


Science 
for the world’s 
well-being™ 


Pfizer, 


PFIZER LABORATORIES 
Div., Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


NIAMD often helrs establish rapport with de- 
pressed patients, increases accessibility to psycho- 
therapy, and decreases need for ECT. This 
effective antidepressant acts gradually and has a 
remarkably low incidence of toxicity. 


INDICATIONS: Mild, moderate, and severe 
depressions, whether they occur alone or with a 
physical ill. 


ADMINISTRATION AND DOSAGE: Initially — 
as low as 75 mg. of NiAMwp a day has been given; 
routinely — up to 200 mg. daily. Up to 450 mg. 
a day has been used in some severely regressed 
patients. Dosage should be adjusted to minimum 
maintenance level. Signs of improvement may be 
noted in a few days, but niamip should be con- 
tinued for 3 weeks or longer to take full advantage 
of its gradual action. 


SIDE EFFECTS: Usually those of central nervous 
system stimulation; often disappear or lessen on 


reduced dosage. 


PRECAUTIONS: Orthostatic hypotension — rare 
on NIAMID alone — may occur when chlorothia- 
zide compounds also are given. Although NIAMID 
has proved to be an unusually well-tolerated anti- 
depressant, the possibility of hepatic reactions 
should be kept in mind, especially where there is 
a history of liver disease. In suicidal patients, 
ECT preceding niamm therapy may be advisable. 


SUPPLY: Tablets, 25 and 100 mg. 


Detailed professional information is available on 
request from Pfizer Laboratories Medical Dept. 
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removes the bars between patient and psychiatrist 


Tri lafomietps avoid apathy of sedation 


perphenazine 


controls tension while maintaining a clear sensorium 


ay 
: 


Tri lafon helps the psychotic 


perphenazine 


function more effectively—shortens hospitalization’ 


Responsive psychotic patients on TRILAFON exhibit “...dramatic gaining of insight and 
appropriate judgement...clarity of thought and a clear understanding....”* 

Available as Tablets, Injection, Liquid Concentrate. Consult Schering literature for indications, dosage and 
administration, precautions and contraindications. 


References: (1) Ayd, F. J., Jr.: New England J. Med. 26/:172, 1959. (2) Morgan, D. R., and van Leent, J. PR: M. J. Australia 45:696, 1958. 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


Succinylcholine Chloride 


shock procedure 
approximately 3 minutes averag 


fa pid Comments from the literature: 


«,.. method of choice.” 


relaxation Nerv. System 19:1 (Jan.) 1958. 


“,.. recommend its use. 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


rapid (rob) 


“,.. treatment of choice.” 
recove i Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 
Dis. 126:535 (June) 1958. 
“... irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 
Complete literature available upon request. 


‘Anectine’™® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 cc. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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in the senile patient 


controls acute agitation, 


hostility, 

severe apprehension, 
hyperactivity 
reduces confusion, 
delusional reactions 


encourages cooperation 


Wijeth 


A Century 
of Service 
to Medicine 


: 
x 
Fate 
ar 


INJECTION TABLETS SYRUP 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 


Wyeth Laboratories Philadelphia 1, Pa. 


Detailed Information on 


SPARINE 


Promazine Hydrochloride 


Sparine effectively controls central nervous system excita- 
tion, allays apprehension and anxiety, calms the agitated 
patient and is a useful adjunct to the management of mental 
and emotional disturbances. Both acute and chronic psy- 
chiatric illnesses respond to Sparing therapy. Sparine has 
been found to be useful in the management of nausea and 
vomiting of either centre! nervous system or gastric reflex 
origin. Sparine effectively facilitates the action of analgesics 
and central nervous «<yziem depecssants. It has bees :ised as 
an adjunct to surgical sedation, allaying apprehensicn and 
reducing the dosage requirements for nercotics, anaigesics 
and sedatives. Sparine may be used as an aid in diagnostic 
and therapeutic regimens. Such nonspecific symptoms as 
anxiety, pain, vomiting, natsea and hi¢cups frequently 
make more difficult both diagnosis and 1 verapy of organic 
disease. Sparine allays such symptoms without masking 
physical, neurological or laboratory facings. 


DIRECTIONS. For maximal therape' tic benefit the amount, 
route of administration and freque cy of dose should be 
governed by the severity of the co ‘ition treated and the 
response of the patient. Oral admini.::afion should be used 
whenever possible; parent“ral should be re- 
served for uncooperative patients ©: wien nausea and 
vomiting interfere with ora! adminis': ation. Sparine when 
used intravenously should not exceed a concentration of 25 
mg. per cc.: injection should be given slowly. Dilute 50 mg. 
per cc. concentration with equivatent yolume of physiologi- 
cal saline before 1.V. use. Avoid injertion around or into 
the wall of the vein. 


In the management of agitated povients, Sparine should be 
given I.V. in initial doses of 50 10 150 mg. If the desired 
calming effect is not apparent within 5 to 10 minutes, 
additional doses up to a total of 300 mg. may be given. Once 
the desired effect is obtained, Spagine may then be given 
I.M. or orally in maintenance doses of 10 to 200 mg. at 
4 to 6 hour intervals. /n less severe disturbances, initia\ oral 
therapy may be satisfactory. When tablet medication is un- 
suitable or refused, Sparine Syrup may be used. 


Medical uses. Antiemetic. 

Usual dose is 25 to 50 mg. repeated at 4 to 6 hour intervals. 
When oral route is not feasible, 50 mg. 1.V. or 1.M. will 
usually control the symptom, but oral medication should be 
initiated as soon as feasible. 


In the management of pain associated with malignancy or 
chronic disease, SPARINE may be administered orally or 1.M. 
in 25 to 50 mg. doses repeated at 4 co 6 hour intervals to 
allow for reduced dosage of analgesics. /n medical emer- 
gencies, to allay apprehension and facilitate diagnosis or 
therapy, Sparine should be given I.V., L.M. or orally in 50 
to 200 mg. doses. See direction circular for details. 


PRECAUTIONS. Although rare, drowsiness, dizziness and 
transitory postural hypotension may occur. If a vaso- 
pressor drug is indicated, norepinephrine is recommended 
since Sparine reverses the effect of epinephrine. Agranu- 
locytesis has been reported in only 18 cases in about 314 mil- 
lion patients. If, however, signs of ecliular depression—sore 
throat, fever, malaise—becomeevident, discontinue Sparing, 
check white blood cell count, and initiate antibiotic and 
other suitable therapy if indicated. Seizures, reported as 
occurring during Spartne therapy, occur usually with rapid 
large increases in dose and at a daily dosage above | Gm. 
Caution must be exercised when administering Sparine to 
patients with a history of epilepsy. Avoid perivascular 
extravasation or intra-arterial injection, as severe chemical 
irritation or inflammatory response may result. Because of 
its facilitating action on analgesics and central nervous 
system depressants, give them only in reduced dosage with 
Sparine. Do not use in comatose states due to central 
nervous system depressants (ulcohol, barbiturates, opiates, 
etc.). Use with caution in patients with cerebral arterio- 
sclerosis, coronary heart disease, or other conditions where 
a drop in blood pressure may be undesirable. 


For further information on prescribing and administering 
Sparine see descriptive literature, available on request. 
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chemical name: 
1-m-aminopheny]-2-pyridone 
generic name: 
amphenidone 


with selective action on the central nervous 
system at both the cerebral and cord levels. 


for the treatment of 
anxiety & tension with- 
out causing drowsiness 


Dornwal is regarded as a tranquilizer best 
suited for ambulatory patients. 
* does not produce depression or 
depersonalization 
¢ relieves acute emotional upsets 
« relieves tension without undue stimulation 
¢ effectively interrupts tension headaches 
* is virtually devoid of sedative activity 
Dornwal has proved to be relatively free 
from side effects when administered at 
recommended dosage. In 593 patients the 
incidence of drowsiness was less than 2 
per cent — statistically not significant. 
Prescribe Dornwal for your next patient 
who needs a tranquilizer but cannot afford 
to be drowsy. Write for your trial supply. 
Indications: anxiety and tension, various 
types of psychoneuroses, menopausal syn- 
drome, tension headache, alcoholism, pre- 
menstrual tension, behavior problems in 
children. 
Dosage: One or two 200 mg. tablets three 
times a day. Children, one or two 100 mg. 
tablets two times a day. Administration 
limited to three months duration. 
Supplied: 200 mg. yellow scored tablets, 
and 100 mg. pink tablets, each in bottles of 
100 and 500. 


Maltbie Laboratories Division 
Wallace & Tiernan 
Belleville 9, New Jersey 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studics, 764 patients) : 


A As 1. Alexander, L. (35 patients). Chemotherapy of depression — 
Use of meprobomate combined with benactyzine (2-diethy! 
aminoethy! benzilate) hydrochloride. |. A.M.A. 166-1019, March 
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TESTED 


in numerous mental conditions 


RATED EFFECTIVE 
by the medical and nursing staff 


APPRECIATED 
by the patient 


SEARLE 


brand of thiopropazate dihydrochloride 


In the institutionalized burned- 
out schizophrenic patient 
response to Dartal was 
impressive; in more than 50 
per cent of the patients’ 

the results were favorable. 


In another study’ of chronic 
mentally disturbed patients 
with hyperactivity and agitation 
as prominent symptoms, 
approximately 50 per cent 
were improved with Dartal. 
While the majority had 
schizophrenia, the group also 
included patients with chronic 
brain syndrome, manic-depres- 
sive reaction, involutional 
psychoses and psychoneuroses. 


Dartal was considered extremely 
useful in certain patients 

with neurosis and emotional 
hyperactivity. Many patients 
did much better on Dartal* 
than on previous medication. 


Behavior in the ward was 
significantly improved‘ with 
Dartal when evaluated at the 
end of two and eight weeks, 
as found in a carefully 
controlled study of fifty-four 
patients with chronic 
schizophrenia. 


All these studies and previous 
ones*:* emphasize the relative 
freedom from serious side actions. 
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cal Director G. W. Kleinschmidt, M.D.; experi- 
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p ine and Occ tional Therapy in Chronic 
Schizophrenics, J. Ment. Sc. 106:40 (Jan.) 1960. 
(5) Ferrand, P. T.: Minnesota Med. 47:853 
(Dec.) 1958. 6. Edisen, C. B., and Samuels, 
A. S.: Arch. Neurol. & Psychiat. 80: 481 (Oct.) 
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once a day 
dosage for 

the psychiatric 

patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1.2 

Prolixin is particularly useful in the management.of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.’3 Less common effects have been hypotension,’ drowsi- 
ness,> agitation,” restlessness, and anorexia. Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.?5© ‘pro.in: is squiss 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 

termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, As 3 

Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. lh ‘“ ‘ 
jotes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. iB-V-] Squibb Quality— 
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ULTRAN provides safe relief of mild 
anxiety and associated muscular tension... 


WITHOUT inducing an exaggerated sense of well-being 

WITHOUT distorting the patient’s outlook on life 

WITHOUT diminishing mental alertness 

WITHOUT decreasing physical dexterity 

WITHOUT dulling delicacy of perception 

WITHOUT unnecessary risk of drug dependence 

ULTRAN is supplied in Pulvules® of 300 mg. (usually 1 t.i.d.) and scored 
tablets of 200 mg. (usually 1 q.i.d.). 

Ultran® (phenaglycodol, Lilly) 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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PSYCHIATRIC RESEARCH : SETTING AND MOTIVATION ' 
WILLIAM MALAMUD, M.D. 


Just a little over a year ago my distin- 
guished predecessor handed over to me the 
gavel of the President of the American Psy- 
chiatric Association symbolic of the high 
honor of this office, and the important re- 
sponsibilities that are implied by it. I must 
confess that at that time, having come up 
through the ranks, so to speak, and having 
had the opportunity to appreciate the full 
implications of the functions of the Presi- 
dent, the feeling that was uppermost within 
me was that of a realization of the respon- 
sibilities of this office and a profound hope 
that I would be able to prove worthy of the 
confidence that you have placed in me. 

Today I come before you almost at the 
completion of this mission and, in reporting 
on the developments during the year, I 
have the satisfaction of knowing that, to 
the best of my ability, I have endeavored 
to further the highest interests of the As- 
sociation and that this year’s experience has 
been the most instructive, as well as the 
most stimulating, in my whole professional 
career. 

I am deeply grateful to you for having 
bestowed this honor on me, for the con- 
fidence you have placed in my ability to 
carry these responsibilities and for the op- 
portunity that you have given me to partici- 
pate actively in the functions of this Associ- 
ation, of which I have now been a member 
for over 30 years. Added to this is a deep 
appreciation of the fact that both through 
election and appointment, you have pro- 
vided me and this Association with a team 
of workers, including the officers, Executive 
Committee, representatives of the Assem- 
bly, members of staff and Committees, who 
have worked most enthusiastically and 
efficiently to assure the progress that has 
been achieved during the year. 


1 Presidential Address delivered at the 116th An- 
nual Meeting, American Psychiatric Association, 
Atlantic City, N. J., May 9-13, 1960. 


An important feature of this meeting is 
the opportunity it offers to all of us to take 
stock of what has happened during this 
period, to appreciate the progress that has 
been made by the Association and the pro- 
fession of psychiatry, and on that basis to 
project plans for the future. I thought, 
therefore, that it would be mest appropriate 
to undertake at this, the opening session, 
an analysis of events that have taken place, 
and to appraise their significance. 

Our Association has grown rapidly, both 
in size of the membership and the com- 
plexity and breadth of its activities, and it 
seemed to me that it would be neither fea- 
sible nor necessary to attempt to cover all 
of these activities in the present statement. 
Instead of this, I would like to concentrate 
on what I consider to be the most important 
events that have taken place—events that 
are indicative of progress in the course of 
the general’ process of growth. Some of 
these have developed gradually, but have 
come to a climax at this time. Others have 
been initiated during this year through your 
efforts and those of the officers that you 
have elected. I feel that in lifting these 
items out for emphasis, their importance 
can be more effectively brought to your 
attention so that they may receive the con- 
sideration they deserve. The order in which 
they are presented does not imply degrees 
of greater or lesser importance. All of them 
represent milestones in the history of the 
Association. 

1. Definition of the functions of the Medi- 
cal Director. The establishment of the 
position of the Medical Director in 1948 
and with it the organization of the Central 
Office and the purchase of the home of 
the Association were the results of an ap- 
preciation of the gradually growing com- 
plexity of our profession and the need for a 
central focus which would serve to coordi- 
nate the great variety of existing activities 
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and the launching of new ones called for 
both by our needs and our potentialities. 
The prospects of the great contributions 
inherent in this new phase in the develop- 
ment of the Association generated much 
enthusiasm, which was further nurtured by 
the broad vision, lofty imagination and un- 
bounded energy so typical of Dan Biain 
and the leadership he provided both for the 
Association and his staff. 

At the same time, however, the definition 
of the scope and content of this position 
has grown as a sort of patchwork, rich in 
ideas, but continually presenting need for 
clarification, and neither the membership 
nor the office staff were quite certain as to 
what it included. Questions began to come 
up as to lines of communication and au- 
thority, responsibilities and prerogatives, 
relations with the officers, Council, Assem- 
bly of District Branches, staff personnel, 
Committees and allied professional asso- 
ciations. This naturally resulted in some 
confusion, criticism and uncertainty, and 
when the present Medical Director came 
in, it became evident that a systematic 
definition of the functions of this office, with 
all that it implied, was essential both for 
him and the Association. 

During this year we have become acutely 
aware of such a need ane your officers, 
Executive Committee and Council, with the 
cooperative assistance of the Medical Di- 
rector and his staff, have formulated a de- 
finition of this position and this will be 
presented to you in the Secretary’s report. 
It is highly important that you give it your 
serious consideration, making use of it as a 
basis for operation at this time, but per- 
mitting flexibility of interpretation and pos- 
sible change as time and circumstances 
dictate. The great importance of a clear 
definition of this office is obvious, particu- 
larly in view of the fact that it has come 
to represent the main focus of a continuum 
in an organization which by its nature is 
subject to constant change. 

2. The Reorganization of the Central In- 
spection Board. As I view the developments 
in this Association during the period of 
my membership, I cannot think of any sin- 
gle development that has taken place in 
the past that surpasses, and very few that 
equal the important contribution that has 


been made by the Central Inspection Board 
in improving the care and management of 
the mentally ill. This applies particularly 
to conditions in the public hospitals and the 
establishment of appropriate standards as 
guides for our own practice and for pre- 
sentation to other medical groups and to the 
public in general. 

Although all of us through the years have 
contributed to the process of its develop- 
ment, I think it can be said without any 
reservation that its establishment as a suc- 
cessful agency and its subsequent achieve- 
ments were made possible primarily by the 
great devotion, leadership and persistent 
efforts that Dr. Tarumianz has invested in 
it, and the support he received from the 
members of his Board. Frequently, in the 
face of what appeared to be almost un- 
surmountable obstacles and resistance, he 
forged ahead most courageously with the 
result that now the first objective of this 
project has been reached. The establishment 
of desirable standards and the manner in 
which clinical facilities can be adequately 
inspected and their standards raised, albeit 
within realistic considerations, has been 
successfully demonstrated not only to our 
membership, but to the medical profession 
and the public. The Council has taken into 
consideration the fact that provisions have 
been made for including psychiatric repre- 
sentation on the Joint Accreditation Board, 
and has formulated a plan for reorganiza- 
tion of the Central Inspectation Board, 
which is in keeping with new developments 
and which will be presented to you as part 
of the report of Council actions. On another 
and more festive occasion during this meet- 
ing, the Association will present to Dr. 
Tarumianz in a more eloquent way the 
recognition of the debt of gratitude we owe 
him. At this time, however, I do want per- 
sonally to express our feeling of gratitude 
to him and his Board for a great contribu- 
tion and our hope that we will continue to 
have the benefit of his wisdom and ex- 
perience in the implementation of the 
new plan. 

3. Graduate Education in Psychiatry. 
Over the past few decades most significant 
progress has been made in the better under- 
standing of mental illness on the basis of 
the introduction of new methods of diag- 
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nosis, treatment, prevention and rehabilita- 
tion. All of these have led to a much more 
adequate, but also vastly more complex 
structure of dealing with these problems 
and, therefore, have made more obvious 
the rapidly increasing gap between knowl- 
edge acquired and the availability of man- 
power to implement the application of this 
knowledge to the problems of the mentally 
ill. With this came the recognition of the 
great need for an increase in the ranks of 
qualified workers. A great deal has been 
done in this direction, both within the 
Association and in interpreting our needs te 
the public in general. 

The passage and implementation of the 
Mental Health Act and the great contribu- 
tion that was made by the National In- 
stitute of Mental Health in this direction, 
the Ithaca conferences(1, 2) and a number 
of similar events, indicate the progress that 
has been made. In spite of these, however, 
and in spite of the rapid rate of increase in 
qualified personnel, there is still a wide gap 
between tools that have been developed 
and the availability of personnel to apply 
them. This invelves not only the actual 
number of well-trained and qualified psy- 
chiatrists and workers in allied disciplines, 
but, what is at least of equal importance, 
the question of their distribution, particu- 
larly as it affects the staffing of public hos- 
pitals. 

A number of us in this Association have 
taken cognizance of this situation and upon 
recommendation of the Long Term Policy 
Commission, which was formulated at the 
divisional meeting in Detroit, steps have 
been taken to develop plans for coming to 
grips with it. As a result of that, the Council 
has directed your officers to proceed, under 
the direction of my able successor and good 
friend, Dr. Robert Felix, to set up plans for 
a series of conferences, the purpose of 
which will be a frank appraisal of the 
factors responsible for these conditions and 
the formulation of recommendations of how 
to deal with them. Dr. Felix has entrusted 
the planning and steering of such plans to 
a committee that he selected under the co- 
chairmanship of Dr. Walter Barton and 
myself, and which will hold its first session 
at this meeting. It is obvious that the 
factors that influence both the general sup- 


ply and the specific distribution of personnel 
are many and varied. Because of this it 
will be important to secure adequate repre- 
sentation of the variety of interests, ex- 
perience and specific needs in the composi- 
tion of participants in these conferences : 
directors of training centers as well as hos- 
pital superintendents ; teachers as well as 
administrators. Furthermore, in the attempt 
to provide for more equitable distribution it 
will be necessary to emphasize not only the 
greater needs that exist in certain areas, 
such as for instance, the public hospitals, 
but also the great potentialities that are to 
be found in these areas, particularly in view 
of developments during the last few years. 

4. Development of Closer Relations be- 
tween the American Psychiatric Association 
and Other Groups. The rapid growth and 
increasing scope of our profession has 
brought to our attention the great need for 
adequate recognition by, and closer affilia- 
tion with, other professional and citizen 
organizations, particularly the general medi- 
cal profession. The establishment within 
the structure of the American Medical As- 
sociation of the Mental Health Council 
under the chairmanship of Dr. Leo Bar- 
temeier and the development of similar 
committees in state medical societies, 
clearly indicate the progress that has been 
made towards the achievement of this goal. 
They have brought us into closer association 
with general medicine and its various spe- 
cialties. A most encouraging manifestation 
of this trend was provided by the Hershey 
Conference last fall held under the spon- 
sorship of the Committee on Scientific 
Activities of the American Medical Asso- 
ciation. A major portion of this Conference 
was devoted to a discussion of the relation- 
ship between medical specialties and the 
American Medical Association. Both our 
Association and the Mental Health Council 
were represented and participated actively. 
The need for more adequate knowledge of 
psychiatric methods and principles in the 
general practice of medicine seemed to 
meet with wide agreement and this was 
also true in regard to the application of 
medical principles in the practice of psy- 
chiatry. It was also heartening to observe 
the genuine interest in the effort to under- 
stand the factors that have contributed to 
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isolation and to the need for the develop- 
ment of means to overcome them. 

5. Closely related to this is the progress 
that has been made in regard to our re- 
lationship with psychology. I think it is 
safe to say that the difficulties that have 
been encountered in this area, particularly 
recently, were in a large measure due to a 
lack of adequate understanding and a con- 
sequent failure in communication. With the 
growing appreciation of this fact, earnest 
attempts have been made on both sides to 
remedy the situation and during this year 
we were particularly fortunate to have the 
wise counsel and energetic leadership of 
Dr. Felix in dealing with the problem. Both 
by training and scope of interest, he is 
especially well qualified to deal with it and 
throughout the year he has worked in close 
cooperation with the Committee on Rela- 
tions with Psychology and succeeded in 
providing a good foundation for a solution. 
More recently the American Medical Asso- 
ciation has invited us to a series of con- 
ferences to discuss our relationship with 
psychology as part of the general topic of 
the relationship between medical and para- 
medical professions. Dr. Felix, aided by Dr. 
Handler, Chairman of the Committee on 
Relations with Psychology, has participated 
in two such conferences and has repre- 
sented us in a most statesmanlike manner. 
He has worked hard and wisely in promot- 
ing the best interests of the Association 
and we are looking forward to further pro- 
gress under his guidance next year. 

6. Contributions of the Commission on 
Principles and Positicu on Current Issues 
in Psychiatry. Tue rapidly increasing scope 
and wide ramifications of the activities of 
the psychiatric profession have led to the 
need for a broad but definitive statement 
on fundamental principles and on our 
position in regard to current issues in mat- 
ters relevant to psychiatry, a statement 
which could be used in presentation to the 
public of the policy of our Association. In 
the past whenever the need for a statement 
of this type occurred it was presented by 
psychiatrists invited as individuals. It is 
true that in most cases the men called upon 
to present such statements, did so in a 
highly satisfactory manner, but whether or 
not it was in keeping with the general 


opinion of the membership, it still remained 
essentially the statement of an individual. 
The Commission that was appointed for 
this purpose some time ago, has, under the 
chairmanship of Dr. Braceland and in 
consultation with the officers and Council, 
formulated a most appropriate statement 
of our policy. Since then Drs. Braceland 
and Ewalt have represented us on a num- 
ber of occasions and each time they have 
successfully demonstrated the effectiveness 
of establishing a definitive policy and hav- 
ing it presented by experts who speak 
officially for the Association. It is especially 
important to keep this in mind when we 
are called upon to express our views on 
the need for, and potentialities of such 
organizations as the National Institute of 
Mental Health and similar state and local 
institutions. 

7. Psychiatric Education in Medical 
Schools. The fact that psychiatry has proven 
its status as an integral part of medicine 
and that, therefore, it must be given an 
adequate position in the medical curriculum 
seems to be so generally accepted that there 
should be no question as to the role it 
should play in teaching medical students. 
Nevertheless, the emphasis placed on the 
teaching of psychiatry as expressed, for 
instance, iu the amount of curricular time 
allocated, still shows wide variations be- 
tween individual schools, and this is also 
reflected in the degree of emphasis on psy- 
chiatry in the various medical board exam- 
inations. The National Board of Medical 
Examiners, which has quite justifiably come 
to represent the accepted standards for 
medical education, was one of the first to 
take cognizance of the importance of ade- 
quate psychiatric knowledge in the practice 
of medicine, and has begun to make pro- 
visions for the inclusion of psychiatry in 
the setting up of the examinations. Until 
now, however, this was limited to a few 
questions inserted in the Part Two exam- 
inations in medicine, pediatrics and public 
health. These were prepared by psychia- 
trists appointed by the Board and both Dr. 
Romano and Dr. Gaskill, who have served 
in this capacity, have represented psychi- 
atry so effectively that during this year the 
Board has invited a group of psychiatrists 
under the chairmanship of Dr. Gaskill to 
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discuss the feasibility as well as desirability 
of setting up a separate examination in 
‘psychiatry, which is to be added to the 
examinations in the other five subjects in 
Part Two. The Committee has expressed it- 
self in favor of this and the Board has 
approved this recommendation and _ has 
instructed our Committee to proceed with 
the setting up of such an examination for 
1961. 

This represents a very important develop- 
ment in the process of integrating psychi- 
atry within medical education, with a bene- 
ficial impact on both. It will serve as a 
further emphasis of the need of sound psy- 
chiatric knowledge in the everyday practice 
of the physician no matter what branch of 
medicine he is in. At the same time it will 
help to accentuate the importance of teach- 
ing psychiatry to medical students, not as 
an isolated specialty, but as an essential 
part of a medical education. 

8. Finally, I wish to call your attention 
to the important developments that have 
taken place in the area of Psychiatric Re- 
search, and to point out the fact that, al- 
though the progress that has been made in 
this area in recent years has been most im- 
pressive, we have just barely scratched the 
surface, and it is here that the Association 
is faced with both the greatest needs and 
the most promising potentialities. At the 
same time, I think that we are justified in 
saying that research is a basic prerequisite 
for any plans for the future if we are to 
attain the objectives spelled out in our 
Constitution. For the development of ade- 
quate methods of evaluation and treatment 
of mental illness depends upon scientific 
studies of the nature of disease and the 
manner in which it interferes with adjust- 
ment. Similarly, the organization of system- 
atic programs of prevention depend upon 
the discovery, through research, of the 
causes of these diseases. This applies also 
to programs of rehabilitation, for it is 
essential to understand the nature of the 
residual defects if we are to institute meas- 
ures which will adequately compensate for 
them. 

Furthermore, if we are to establish ap- 
propriate standards for the care and man- 
agement of the sick, these will have to be 
developed on the basis of adequately de- 


signed and controlled studies of their va- 
lidity. Finally, if we are to undertake the 
education of those who are to carry out 
these procedures or of the public in general, 
we will have to test through research the 
validity of the precepts that we plan to 
impart to others. All this must be kept in 
mind as we attempt to take stock of what 
progress has been made and what we can 
do to help in furthering it. 

I do not purpose to undertake here a 
review of the present status of research in 
this field, or to attempt to point out the im- 
portant advances that have been achieved 
during the current year. These I am sure 
will emerge in the course of the program 
of this meeting in which research reports 
play a very important role, just as they have 
in preceding programs. Suffice it to say that 
in my travels throughout the year both on 
behalf of the Association and as Director of 
Research of the National Association for 
Mental Health, I have found throughout the 
country a high degree of interest and activi- 
ty in research in the whole spectrum of dis- 
ciplines relevant to the study of human 
behavior and experience, both in health and 
in illness. Throughout all this one can dis- 
cern the emergence of an encouraging sense 
of accomplishment and a recognition of 
what research has already contributed to a 
better understanding of mental illness and 
the manner in which this knowledge can be 
practically applied to dealing with the 
problems at hand. It is true that the degree 
of enthusiasm of individual workers varies 
from the one extreme of claims of exciting 
breakthrough, to the other extreme of 
skepticism and over-cautiousness. In most 
instances, however, the sense of accom- 
plishment is adequately balanced by a 
healthy recognition of the magnitude of the 
task, with the resulting determination to 
tackle it courageously, but also realistically. 

What can the Association do to foster and 
promote this work ? Some years ago, Drs. 
Whitehorn and Zilboorg, representing the 
Research Committee, of which Dr. White- 
horn was the Chairman, presented a review 
of the trends in American psychiatric re- 
search at that time(3), and I find that the 
basic principles expressed then could well 
serve as guide lines for our Association to- 
day. The question posited was “What can 
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the Association do in promoting activities of 
this type (research) that would be in keep- 
ing with the goals and the interests of the 
Association ?” They went on to say that : 
“We do not believe that this Association 
would wish their Research Committee ever 
to attempt to control or direct various in- 
vestigations ; but we do believe that they 
would wish us to encourage research efforts 
and help in whatever way might be found 
profitable to faciliate the imterchange of 
them among research workers.” And it is 
with this in mind that they proceeded to set 
forth a series of recommendations. 

The Association certainly cannot under- 
take the control or direction of research 
investigations, nor can it be expected to 
act as a financing or sponsoring agency. 
This must be left to those who have the 
wherewithal to provide the funds and facil- 
ities that are essential. The Association can, 
however, play an important role by stimu- 
lating the interest of its members and 
others, particularly younger workers, and 
by bringing its influence and prestige to 
bear upon those who are in a position to 
support research, to provide the adequate 
facilities in which effective work can be 
carried out. Such encouragement and facil- 
itation can be achieved through two prin- 
cipal functions : The assurance of adequate 
settings and the fostering of apprcpriate 
motivation. 

Insofar as the setting is concerned, many 
of the recommendations proposed in that 
earlier statement have actually been im- 
plemented. Federal and state agencies, pri- 
vate foundations and citizens organizations 
have provided increasing funds to finance 
the rapidly growing number of projects in 
this field. These have provided for the sup- 
port of personnel, for materials and ap- 
paratus and even for construction of re- 
search buildings. The Association « has 
played an important role in making this 
progress possible through the activities of 
a number of its Committees, but a great 
deal more remains to be done. In the first 
place there is now, and there will be in 
the future, a continually increasing need for 
funds. In spite of the generous financial 
contributions that have been made, partic- 
ularly during the last few years, and 
actually because of the successful achieve- 


ments that were made possible by these 
funds, the scope of the problem has become 
much greater. New knowledge has brought 
up more questions, and new methods de- 
vised have provided us with more adequate 
tools in search for answers. 

Secondly, there is need for reorientation 
in regard to the distribution of the funds 
that are made available. With the increas- 
ing complexity of research methodology 
and scope it has become obvious that our 
greatest need is for adequate manpower, 
which means a considerably stepped up 
recruiting and training program. This 
means also that some portion of the funds 
hitherto used for direct research projects, 
would have to be used for training of sci- 
entists. Another shift in distribution should 
be considered in regard to the type of in- 
stitution, including the background of its 
staff and the facilities available, that can be 
considered most likely to make valuable 
scientific contributions. It is quite natural, 
and perhaps justifiable, to determine this on 
the basis of past performance. But fre- 
quently an institution or an individual 
worker with the history of a signal contribu- 
tion in the past, will receive priority con- 
sideration even if the grant is for work in 
an area quite different from the one in 
which competence has been demonstrated. 
This is especially likely to occur if the 
choice lies between well-known, experi- 
enced scientists and younger ones who have 
not yet established thei: reputation, or be- 
tween institutions with “basic research” tra- 
ditions, as compared with mere recently 
initiated programs that are more likely to 
be clinically oriented. In many cases this is 
justified and certainly reduces the hazards 
of a gamble. Just as frequently, however, 
one fails to consider that success in one 
branch of research does not necessarily 
imply efficiency and understanding of all 
of them ; that ready availability of pertinent 
material (particularly clinical) adequately 
evaluated is as important as the quality of 
scientific methods, and that in medicine 
clinical insight and experience are basic in 
the study of disease processes. 

One must also keep in mind the current 
tendency to set up priorities and concen- 
trate all efforts on some special subject at 
the expense of all others. This may be deter- 
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mined by the emergence of some problem 
which is of particularly pressing concern 
to society, or it may be conditioned by the 
claim of a “breakthrough” actual or spuri- 
ous, such as reported discoveries of “ulti- 
mate causes” or “universal cures.” In either 
case, the general effects can be equally dis- 
turbing. It leads to a frantic scurrying to 
get on the band wagon, particularly in 
situations where one must take into account 
the vacillations of public opinion. 

Less frequent but likely to be just as 
unfortunate is the tendency of the skeptics 
to react to all new ideas or findings hyper- 
critically and in their concentration on 
“objective criticism” impede the develop- 
ment of new ideas, even if they are promis- 
ing, and discourage investigations based 
upon them. Research, if it is to lead to 
progress, must take into consideration the 
need for a certain degree of flexibility 
which would assure freedom of choice not 
only in regard to the particular aspect of 
the problem which is in keeping with the 
specific interests and skills of the individual 
worker, but also the design and method- 
ology which he considers to be the most 
adequate and applicable to the particular 
questions he posits. It is true that the design 
and methodology used in testing the hy- 
potheses as well as the manner in which 
data are recorded and analyzed and con- 
clusions are arrived at, must follow certain 
fundamental criteria of reliability, which 
will assure the maintenance of a critical 
attitude and avoidance of wishful thinking 
in the interpretation of the data. It is 
equally important, however, to remember 
that the specific nature of design and 
methodology may differ in their applica- 
bility to the variety of disciplines involved. 
In the first place different sciences (such 
as, for instance, the social as compared with 
the physical) have developed at different 
rates of progress, so that some of them, at 
least as regards their objectivity and relia- 
bility in scientific research, are not quite as 
far ahead in the perfection of techniques 
and criteria as some others are. This may 
be due to the fact that some sciences of 
human behavior because of their relatively 
greater complexity have not had as much 
of an opportunity to develop as rapidly as 
others and, therefore, lend themselves less 


easily to exact standards of measurement. 
In such areas it is well to accept reality 
considerations, and, while always striving 
for improvement in the quality of design 
and technique, we have to make use of 
crude instruments, where more refined ones 
are not as yet available. 

Secondly, it is important to keep in mind 
that the different sciences of human be- 
havior may be functioning in different 
universes of discourse and may not be sub- 
ject to uniform criteria of standardization 
and measurement. This means that no mat- 
ter how nearly perfect a given technique 
may be in one science, it may not ever 
become applicable to the study of phe- 
nomena in another one. Some of the meth- 
ods, for instance, used in the study of 
emotions or feelings may never lend them- 
selves to the standards of measurement that 
are useful and utilizable in biochemistry. 

The importance of maintaining an atti- 
tude of flexibility in the process of evaluat- 
ing the adequacy of a proposed scientific 
study, applies to all phases of research, but 
is particularly indicated in the behavioral 
sciences, because of the greater spread of 
applicable techniques. And yet during the 
last few years we have witnessed a growing 
trend of over-emphasizing the value of 
“exact” methodology and uniformity of 
standards. This trend, which could be char- 
acterized as a “cult of objectivity,” has 
already had an important inflnence on psy- 
chiatric research. It is true that in its em- 
phasis on critical judgment and valid 
criteria, it has helped to curb unrestrained 
flight of imagination and sloppy method- 
ology. But the over-glorification of ob- 
jectivity and the insistence on rigidly single 
standards of acceptable methods has re- 
sulted in a concentration on certain phases 
of the science of human behavior at the 
expense of other very important ones. 

These are but a few of the factors that 
are operative in the setting of research and 
can have an important impact upon both 
the scope and ultimate value of this funda- 
mental phase of our activities. Our As- 
sociation should be constantly alert to these 
developments and their implications, and 
while not attempting to control or direct 
research, it should, as a professional or- 
ganization have a well defined policy in 
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regard to the fundamental issues and, 
through its appropriate Committees and 
Commissions, be prepared to present it as 
a guide for action where it is indicated. 

So far my discussion of what the Associa- 
tion can do to promote research dealt with 
the character of the setting and the role it 
plays in determining the degree of effective- 
ness of this work. We have assumed that 
there always have been and that there al- 
ways will be certain persons who devote 
some or all of their interests and time to 
research. If, however, we are interested not 
only in facilitating the activities of those 
who are already engaged in this work, but 
also in stimulating an ever increasing num- 
ber of persons who will be likely to develop 
and maintain an interest in it to begin with, 
we will have to consider the question of 
whether such persons, either through na- 
ture or nurture are impelled to do so by 
some basic need or urge for probing the 
unknown. In other words, can we speak of 
motivation as an essential or even primary 
determinant in the choice of research as a 
life work ? If this is so, then the setting is 
of importance primarily in a measure as it 
either facilitates or impedes the effective 
fulfillment of such an urge. Furthermore, 
if motivation is accepted as an important 
and fundamental factor in determining a 
primary interest in research, the Association 
should strive to stimulate and foster it 
amongst its members and others who could 
be attracted to it. 

In medical (including psychiatric) re- 
search, particularly that aspect of it which 
is referred to as clinical investigation, we 
have ample demonstration of a positive 
answer to this question. In most instances 
the clinical investigator is motivated by 
very definite needs, usually consciously 
appreciated. It is true that these needs may 
be based on a variety of practical con- 
siderations, such as the wish for recognition 
and status, the pressure in regard to pro- 
motion or retaining of a status quo in 
a department and others of a similar nature. 
More frequently, however, than some skep- 
tics will admit, the motivation stems to a 
greater or lesser extent from the same 
source as does the practice of medicine in 
general, namely, the urge to be more ef- 
fective in the treatment of illness. This is 


particularly true in the admittedly rare 
instances of fundamental contributions. 
Semmelweiss, Freud, Pasteur or Fleming, 
confronted by certain life destroying proc- 
esses in nature, and finding themselves 
unable to counteract them by existing meth- 
ods, have taken up the challenge of nature 
and have turned some of nature’s own 
weapons against the disease producing 
causes. In other words, research of this type 
represents a purposeful activity whereby 
man, finding himself at the mercy of a 
variety of random processes in nature that 
tend to produce disease, undertakes a sys- 
tematic and orderly search for methods 
which will control or eradicate the life 
destroying processes. 

In discussing the question of motivation, 
however, we have to reach out beyond the 
bounds of what is described as clinical 
investigation. The great progress that has 
been achieved in psychiatric research in 
the last few years has in a large measure 
been due to an extension of its scope to 
all of the basic sciences relevant to human 
behavior, more particularly those of physi- 
ology and biochemistry and this has re- 
sulted in a crossing of boundaries. Thus 
many studies that have started out on an 
empirical level of the immediate practical 
applicability of new methods of treatment 
(such as shock treatment and pharma- 
cotherapy) have brought up the need of 
ascertaining their fundamental mechanisms 
through research in physiology and _ bio- 
chemistry. Similarly, an impressively large 
number of workers in the basic sciences 
have, in the course of their studies, come 
to recognize the applicability of their find- 
ings to the understanding and treatment of 
disease and have extended their work in 
that direction. Actually we find that the 
core of psychiatric research at the present 
time is to a large extent made up of a 
combination of both clinical and basic in- 
vestigations without any clear cut line of 
demarcation between the two. This means, 
therefore, that in positing this question and 
its implications in regard to the clarification 
of our objectives, we cannot limit ourselves 
to any one phase of this work, but must 
also ask whether the concept of motivation, 
which was postulated as operative in 
clinical investigations, is also applicable to 
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the whole scope of psychiatric research 
and, indeed, to science in general. 

The question is, of course, highly con- 
troversial and admits of no universally 
acceptable answer at this time. The pre- 
vailing view of men of science has been 
that “basic” science deals with matters of 
fact and has no place for values. It de- 
scribes facts and their interrelationships, 
which may lead to conclusions, but admits 
of no goal-directed motivation and involves 
no moral imperatives. This view has been 
challenged on a number of occasions and 
has been presented particularly convincing- 
ly in a recent statement by R. B. Lindsay, 
professor of Physics in Brown University, 
under the title of “Entropy Consumption 
and Values in Physical Science” (4).? He 
takes his point of departure from the state- 
ment that science is a method for de- 
scribing, creating and understanding of 
experience. Whereas description may be 
regarded as passive and essentially im- 
personal, creation (devising of experi- 
ments) and understanding (building of 
theories ) are active and personal, and imply 
individual motivation on the basis of an 
intrinsic urge. In terms of experience this 
urge is akin to Kant’s Categorical Impera- 
tive and its nature is suggested by the 
principles of Thermodynamics. Professor 
Lindsay, therefore, suggests that one may 
call it the Thermodynamic Imperative and 
that it may be regarded as urging “all men 
to fight always as vigorously as possible to 
increase the degree of order in their en- 
vironment so as to combat the natural 
tendency for order in the universe to be 
transformed into disorder, the so-called 
second law of thermodynamics.” 

As stated above this concept is derived 
from a consideration of the theory of Ther- 
modynamics, and the basic principles with 
which it operates, namely,’ its first and 
second laws. The first law is that of the 
conservation of energy, or the fact that 
through all its possible transformations the 
energy of the world remains constant. The 
second law is that of Entropy, according to 
which there is always a loss of available 
energy in the course of energy transforma- 

21 wish to acknowledge gratefully the permission 
given by the Editor of the American Scientist, to use 
this material in the present publication. 


tion, and a constant trend in all systems to 
move from a state of order to one of disor- 
der. Generally speaking as applied to na- 
ture as a whole, this law appears to be 
inexorable, inevitably leading to a state of 
complete randomness and lack of available 
energy, eventually to reach a dead level 
of temperature. 

In some specific instances, however, the 
trend may be reversed, leading to a de- 
crease or consumption of entropy and the 
emergence of order out of disorder. The 
most striking is that manifested by the 
living organism, where we find that from 
a random collection of atoms there is the 
synthesis of cells which in turn arrange 
themselves in the most intricate orderly 
system of an organism. Life and reproduc- 
tion, therefore, can be regarded as an ex- 
ample of entropy consumption. Another 
example is that observed in the function 
of the human nervous system as manifested 
in the processes of thinking and communi- 
cation, both of which are characterized by 
a progression from randomness to order, 
and which show their highest expression in 
scientific research. No one will deny that 
in this process the scientist is impelled by 
the urge to acquire more knowledge, more 
understanding and greater orderliness, but 
this also coincides with a decrease in en- 
tropy. In the case of life and reproduction 
this urge is an instinctual one. In the case 
of research it is a consciously appreciated 
need to extend the light of knowledge and 
orderly understanding into the mysteries of 
the unknown, and in this way to take up 
the challenge of nature and thereby check, 
even if only temporarily and locally, the 
inexorable progress of entropy. 

The concept presented by Professor 
Lindsay is both thought provoking and in- 
spiring. We find its pars'lel in philosophy 
in Kant’s Categorical Imperative, in Plato’s 
idea of the continuous striving of man for 
the Agathon or the principle of the good 
and the just and in Spinoza’s statement 
that “there is but one end for the sciences 
to which they all must be directed, namely, 
to attain the greatest possible human per- 
fection.” In medicine, more specifically 
psychiatry, we find this concept expressed 
in one of Freud’s most profound contribu- 
tions, Beyond the Pleasure Principle, in 
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which the idea of entropy consumption is 
represented by the antithesis of the Life (re- 
productive) and Death (ego) instincts(5). 

The fundamental relationship between 
Lindsay’s idea of a thermodynamic impera- 
tive and the nature of the motivation postu- 
lated as basic in clinical research is obvious, 
both of them finding their highest expres- 
sion in Schweitzer’s principle of “reverence 
for life.” The fostering of this principle 
and the establishment of a setting in which 
it can be most effectively implemented is 
to be regarded as a fundamental objective 
of our Association. 
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By training and choice, it was inevitable 
that Dr. William Malamud should become 
concerned with the mind and its problems. 
With the wisdom of retrospect, it is possible 
to follow his development to its fruition in 
psychiatry, and to wonder how any other 
field of medicine could have attracted his 
particular talents. Even the influences of his 
early life, long before his college and gradu- 
ate training, were directed toward his 
eventual fulfillment. 

He was born on May 5, 1896, in Bes- 
sarabia, which had a mixed population and 
at different times in its history alternated 
between being a province of either Russia 
and Roumania. He came to Canada in 1911 
at 15 years of age. His subsequent develop- 
ment and accomplishments are in the finest 
traditions of freedom. He had no knowledge 
of English when he came to Canada, and 
no public school instruction until he entered 
McGill University in 1916. Prior to this he 
received private instruction at home, and 
worked in a factory in order to help sup- 
port his family. After several years of study 
and work he took the examinations for a 
brevet in the province of Quebec, passed 
these successfully, and was accepted for 
admission to McGill University in 1916, 
graduating from its school of medicine in 
1921. His graduate training in psychiatry 
was spent in the Boston Psychopathic Hos- 
pital under the direction of C. Macfie 
Campbell. It is characteristic of his broad 
approach to the field of psychiatry, that he 
also spent a year in training in neurology in 
the Mt. Sinai Hospital in New York. Follow- 
ing this he spent two years in obtaining 
further grounding in psychiatry, neurology, 
and philosophy, dividing his time between 
Hamburg, Heidelberg, Vienna, Zurich, Paris 
and London. 

After his return from abroad Dr. Mala- 
mud entered the Massachusetts state hos- 
pital system where he served in the 
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Foxborc State Hospital for three years 
(1926-1929). Here he not only added to 
his broad psychiatric experience, but he 
instituted also a program of research, and 
gathered around him a group of young 
and enthusiastic psychiatrists. It became 
quickly apparent, due to his stimulating in- 
fluence, that a state mental hospital was a 
rich source of material for study and re- 
search, and that all it required was a group 
of dedicated men trained in the academic 
tradition. He left Foxboro in 1929 to be- 
come Associate Professor and later Pro- 
fessor of Psychiatry in the University of 
Iowa (1929-1939), leaving this post to be- 
come Clinical Director and Director of Re- 
search in Worcester State Hospital (1939- 
1946). While there he was made Professor 
of Psychiatry in Tufts College School of 
Medicine. The Worcester State Hospital is 
rich in tradition and has graduated many 
leaders of psychiatry in the United States. 
Dr. Malamud not only fulfilled this old, but 
added his own tradition, for it was here 
that he carried out some of his most in- 
teresting researches into the elusive prob- 
lem of schizophrenia. As was to be expected 
from his training and background, his ap- 
proach to this, as to all problems in psy- 
chiatry, was eclectic, and his efforts were 
directed toward elucidation of both mental 
and physical influences in the disease. He 
was particularly concerned with the en- 
docrine influences in schizophrenia. 

In 1946 he became Professor and Chair- 
man of the Department of Psychiatry in 
Boston University School of Medicine, and 
Chief of the Psychiatric Service, and later 
Psychiatrist-in-Chief of the Massachusetts 
Memorial Hospital. In 1958, he left this 
post to become Research Director of the 
National Association for Mental Health, a 
post which he holds at the present time. 


INFLUENCES IN DEVELOPMENT 
This, in brief, represents the barest of 
outlines of the professional development of 
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a psychiatrist who from the beginning of 
his career was recognized by his colleagues 
and teachers as one who was destined to 
scale the heights, and who has now been 
honored, after a long career in teaching and 
research, with the Presidency of the Ameri- 
can Psychiatric Association. His influence as 
a teacher has been felt not merely as an 
expositor, a role in which he excels, but to a 
much greater degree in his eclectic ap- 
proach to a field which is rent asunder by 
many divergent and often conflicting view- 
points, not only as regards psychodynamics, 
but in the more practical field of treatment. 
He represents a rare combination of broad 
academic perspective, skill in teaching, and 
the ability to apply in treatment what it is so 
easy to teach. The many years spent in the 
study of hospitalized and non-hospitalized 
patients have provided him with knowledge 
of mechanisms and of their application in 
the treatment of the sick, and have matured 
a feeling for his fellowman which is ap- 
parent in all his human relationships. Psy- 
chiatry, more than any other field of medi- 
cine, is composed of many divergent groups. 
Perhaps this is inevitable in view of the 
elusiveness of problems relating to the 
mind and the emotions, and in particular of 
those of body and mind. There are many 
who choose the specific in their approach 
to psychiatric problems, but relatively few 
who attempt to envision the whole and to 
unite what appears to be divergent. Dr. 
Malamud’s great contribution as a teacher 
is to be found in his eclecticism ; his effort 
to find what is good in the many theories of 
mind, body and emotion, and to unite 
where this is possible without damage to 
facts and practical experience. This ap- 
proach has come about by means of signifi- 
cant influences in his life and career. 

He was raised in a polyglot background 
which early in his life made him recognize 
varieties of viewpoints and their nuances. 
The language in his home was Yiddish, but 
he spoke and read Russian and Roumanian, 
since the majority of the population of the 
province of Bessarabia was a mixture of 
the two nationalities. He read Hebrew and 
Aramaic as a student of the Holy Scriptures 
and the Talmud, under the influence of his 
uncle who was a Rabbi, and who was re- 
sponsible for his introduction to Hebrew 


and the Talmud. Later he learned English 
as a young immigrant of 15 years, and to 
this he added the knowledge of French, ac- 
quired while living in the province of Que- 
bec. In his travels abroad he added to his 
speaking and reading knowledge of Ger- 
man, which was so sound that he was able 
to read fluently the difficult German of 
philosophical writings. Languages were 
easy for him, but though he had a reading 
ability in all the languages which he 
learned, more important still was a back- 
ground in their tradition and history. Those 
who have had any contact with him can 
testify readily to the ease with which he 
acquired and used the many languages 
which he learned. They have served a util- 
itarian purpose, but more important than 
this, they have given him a feeling for the 
people who use them and for their institu- 
tions and traditions. Only a man with Dr. 
Malamud’s impetus for learning would have 
made use of acquired languages as a means 
to understanding. 

Problems of philosophy and of abstract 
thought have fascinated him all his life, and 
it was not mere chance which took him to 
Karl Jaspers and Ernst Cassirer during his 
years of study abroad. But before this he 
was introduced to analytical thinking and to 
questions of exegesis and relevance in his 
study of the Talmud. It is difficult to indi- 
cate in brief the type of training which 
this implies. The Talmud is the repository 
of the great oral traditions of the Hebrew 
Scriptures, composed of many books and 
characterized by Rabbinical interpretations 
of vexatious scriptural passages. The stu- 
dent of the Talmud, young or old, is con- 
fronted often with conflicting rabbinical 
interpretations, and is taught to analyze and 
to interpret. The result was a training in 
abstract thinking, in the importance of 
distinctions and relevance, and in the Scrip- 
tures in general. All this was part of Dr. 
Malamud’s background, and it influenced 
him greatly in his early life, both in regard 
to content and in the use of his mind. It 
requires relatively little imagination to 
predict that a background in the Talmud 
and its problems and training could lead 
eventually into the broad field of psychiatry. 

His knowledge of Hebrew led to his 
introduction to the works of the great He- 
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brew poet Hayyim Nahman Bialik, who 
was himself a Talmudist and a fine Hebrew 
scholar. Bialik, who later emigrated to 
Palestine, was instrumental in the revival 
of Hebrew as a language, but was critical 
of some of the rigidity of his Talmudic 
training. His poetry and the broad scope of 
his philosophy fascinated Dr. Malamud, 
but he was also instrumental in creating 
dissatisfaction with his Talmudic back- 
ground. It failed to resolve some of his prob- 
lems, and led to doubt. It was at this point 
that he discovered Spinoza, who has re- 
mained for him the ideal philosopher, just 
as Bach and Beethoven represent for him 
the summit in music. He first met Spinoza 
in a life of him which had been translated 
into Hebrew, and be was impressed by 
Spinoza’s blameless life, his doubting of 
orthodoxy and revelation, and by the fact 
that Spinoza’s rejection did not arise out of 
ignorance, for he was a fine Hebrew scholar 
and a learned Talmudist. In seeking for a 
philosophy of life which could reconcile the 
emergence of religious doubt, Dr. Malamud 
discovered the pantheism of Spinoza, and 
adopted his philosophy. His interest in 
Spinoza led to a break with some of the con- 
cepts of his uncle who had taught him 
Hebrew and Talmud. Spinoza had been 
excommunicated by his congregation in 
Amsterdam, and to accept him in any way 
was unacceptable to an orthodox Jew. 

His interest in Bialik’s poetry and his 
discovery of Spinoza, led to the decision 
that his interest lay in philosophy. While 
still in Europe he read the ethics of Spinoza 
carefully, and he regards them today as the 
finest expression of human strivings. He has 
continued to study Spinoza, whose theory of 
the emotions, that body and mind are one, 
is modern in every respect. It was at this 
point also that he decided to become a 
doctor and to concern himself with prob- 
lems of the mind. He has not failed in this 
resolution. 

In addition to Bialik and Spinoza, Dr. 
Malamud sought further indoctrination into 
philosophy when in Heidelberg many years 
later he spent considerable time with Jas- 
pers and Cassirer, the latter launching him 
on the road to philosophy in organized 
fashion. He has been greatly influenced also 
in his interest in the human mind in the 


writings of Dostoievsky and Romain Rol- 
land. 

Of his other teachers, among those who 
have influenced him most has been Bleuler, 
whose profound and global analytical ap- 
proach impressed him greatly. He was 
analyzed by Paul Schilder whose brilliance 
and versatility he admired, in particular his 
competence in both neurology and psy- 
chiatry. Finally, his days in the Boston 
Psychopathic Hospital brought him under 
the influence of C. Macfie Campbell, Pro- 
fessor of Psychiatry in Harvard Medical 
School. Like all those who had the oppor- 
tunity to study under him, he admired Dr. 
Campbell’s survey of the total personality, 
his insistence upon a global survey of the 
patient’s problem, and his skill as a clinician 
and teacher. 

What makes a great psychiatrist is as 
difficult to define as what makes a great 
doctor, but given a conspicuous example it 
is possible to indicate, with broad strokes, 
what circumstances have conspired to bring 
this about in the case of William Malamud. 
For what has emerged in full flower has 
been a rare combination of the best features 
of academic knowledge and an exceptional 
ability to apply these to the vital problems 
of human beings, catalyzed by warmth and 
understanding. His early background pro- 
vided him with the impetus to explore 
problems of the mind and of abstract phi- 
losophy. Whether this constitutes the pre- 
ferred approach to the field of psychiatry 
for all is debatable, but for Dr. Malamud it 
tended to sharpen his mind, and to interest 
him in a field of medicine which he chose 
as his own even before his formal medical 
training began. His approach to psychiatry 
has remained humanistic, not only in the 
many disciplines which he has combined in 
the development of his holistic concept, but 
in his handling of patient problems. Though 
he has taken an active part in laboratory 
research in emotional and mental disorders, 
his main investigations have been in the 
broad field of psychopathology as they in- 
volve psychological, social and biological 
factors in human behavior. But psychiatry 
is, after all, a clinical discipline and its 
goal is the relief of illness of the human 
mind and emotions. An understanding of 
the mechanisms of obsessions and phobias 
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is of little consequence unless it can be ap- 
plied to those who suffer with them. In this 
Dr. Malamud excels, and both his students 
and colleagues give ready testimony to his 
skill as a superb clinician. 

It may well be that the psychiatrist of the 
future will be versed in chemistry and 
physiology, but fundamentally his problem 
remains that of understanding of human 
behavior. Regardless of the trends of future 


investigations, it will always be presumed 
that the psychiatrist will reflect as deep an 
understanding of human needs and motiva- 
tions as it is possible for humans to acquire. 
If he can develop his understanding with 
the broadness and diversification of William 
Malamud, he will have provided psychiatry 
with the best possible base for the under- 
standing and care of patients with emotion- 
al and mental problems. 
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On May 19, 1933, at a meeting of the 
Swiss Psychiatric Association in Basel, Dr. 
Tramer presented a paper in which he 
advocated the recognition of a medical 
specialty devoted to the study, diagnosis, 
treatment, prognosis, and prevention of the 
psychiatric problems encountered in chil- 
dren. He discussed briefly the advances 
made in the investigation of central nervous 
system morphology, the Freudian and Ad- 
lerian emphasis on the significance of in- 
fantile experiences, the insights gained from 
the relatively recent discoveries in endo- 
crinology, the advent of experimental and 
developmental psychology, and the work 
emanating from the Pavlovian laboratories. 
He concluded that a body of knowledge 
had been assembled which warranted the 
acknowledgment of a separate scientific 
concern. He pointed to the necessity of 
abandoning the traditional position of the 
profession ; academic departments of psy- 
chiatry had acted as though children were 
essentially miniature adults and, therefore, 
regarded training in adult psychiatry as a 
sufficient preparation for work with chil- 
dren—if, indeed, such work was included in 
the scope of professorial curiosity. 

The day on which Tramer delivered his 
address may be registered as the birthday 
of the term Child Psychiatry, introduced 
by him in its German equivalent as an over- 
all name for the theoretical, investigative, 
and clinical occupation with deviations 
from the usual behavior in early life. Tra- 
mer imparted to the term the benefit of 
literary respectability in the title of a 
journal which, founded in 1934, has just 
passed the quarter-century mark a few 
months ago. Also in 1934, an international 
congress in Paris, the first of its kind, voted, 
after some initial opposition, for the official 
acceptance of the term psychiatrie infantile 
as a fitting designation for the new disci- 
pline. In 1935, the publication of my text- 
book, Child Psychiatry, helped to win popu- 
larity for the name in the English-speaking 
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regions as a comprehensive, universally 
employed heading for a large and ramified 
area of medical activity, taught in univer- 
sities, practiced in hospitals, clinics, and 
private offices, contributing to present-day 
research in the behavioral sciences, and 
sharing its findings and their practical ap- 
plications with all agencies dedicated to the 
welfare of children. 

Of course, the same principle still holds 
as that which is evident in the Biblical ac- 
count of Genesis: The name of a thing 
is preceded by its creation. The reality and 
the concept of child psychiatry were there 
in the beginning of the 1930's and the ap- 
pellation suggested for it by Tramer was 
merely the verbal label for a recognized 
existence. It took more than a century for 
this existence to come into full being but, 
then, what are a dozen or so decades if 
weighed against the history of human en- 
deavor ? 

Child psychiatry did not, indeed, arrive 
on the scene as the unified structure as 
which it has evolved in our generation. 
Collections of different shapes and sizes of 
building stones, for a long time not even 
conceived as such, were piled up at some 
distance from each other, then brought 
haphazardly into casual relationship, and 
eventually carried together to become parts 
of an integral edifice. A historian wishing 
to gain an adequate perspective of these 
developments can hardly do so without a 
review of the originally disparate sections 
and the manner of their convergence. 

It is safe to say that any kind of practical 
effort to do something for behaviorally de- 
fiant children began at the start of the 19th 
century with a desire to find a way to help 
mental defectives. 

The era of emancipation from political 
and theologic absolutism, the new gospel of 
the rights of man, the impact of the encyclo- 
pedists, and the French and American 
revolutions had in their wake a spurt of 
humanitarian reform activities. The ideas 
about the treatment of the insane, the 
slaves, the prisoners, the blind and the deaf 
came in for extensive revision, and each 
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group had its vigorous spokesmen. The 
feebleminded were not left out. Jean Itard’s 
untiring attempts over a period of 5 years 
did not accomplish his avowed purpose of 
transforming the wild boy of Aveyron “from 
savagery to civilization” but introduced the 
then novel thought that a combination of 
physical and educational measures might 
raise the performance level of intellectually 
retarded children. Itard’s work was taken 
up by Edouard Séguin who, leaving France 
as a political émigré, imported the concept 
and methods to our shores. 

It now sounds unbelievable that in the 
early years of the 19th century there was 
still nowhere in the world a residential ar- 
rangement for the teaching and the medical 
care of mentally defective children, It was 
not until 1841 that the quixotic attempts to 
cure and prevent endemic cretinism led 
young Dr. Johann Jakob Guggenbiihl to 
open the first such institution on the 
Abendberg near Basel in Switzerland. His 
missionary zeal proved so infectious that 
kings, scientists, philanthropists, and fa- 
mous writers undertook pilgrimages to the 
Abendberg, and soon many similar places 
were founded all over the Eurcpean con- 
tinent. One visitor from the United States, 
Samuel Gridley Howe, was so overwhelmed 
by what he saw that he suggested the name 
“Holy Mount” for the Abendberg. He per- 
suaded the authorities of the Common- 
wealth of Massachusetts to allot $2,500 
annually for 3 years for an “experimental 
school,” which started in October, 1848, with 
12 retarded patients in a wing of the Perkins 
Institution for the Blind. This was the 
modest nucleus of what is now the large, 
modern, scientifically conducted Fernald 
State School at Waverly. New York fol- 
lowed in 1851, Pennsylvania in 1854, Ohio 
in 1857, Connecticut in 1858, Kentucky in 
1860, and gradually all states but two have 
seen to it that residential facilities were 
made available for the care of the feeble- 
minded. Much valuable work has been 
done in the area of mental deficiency. The 
old notion of the unitary character of the 
condition was dispelled when, beginning 
with Langdon-Down’s description of mon- 
golism in 1866, an increasing number of 
specific syndromes were singled out. This 
process is still going on, and the time does 


not seem too distant when an acceptable 
etiologic grouping can be envisioned on the 
basis of neurologic, metabolic, genetic and 
psychologic characteristics. 

This earliest heap of building stones of 
child psychiatry set a pattern for those 
which followed, a pattern of self-contain- 
ment. For a long time, the students of 
mental deficiency stood alone, both isolated 
and self-isolating, depending on their own 
resources. They published their own period- 
icals, formed their own associations, and 
held their own conventions. There was a 
paucity of interchange between them and 
the representatives of academic psychiatry. 

As for the latter, behavior problems of 
children interested them only as _ they 
seemed to fit diagnoses in accordance with 
the classifications devised for adults. Every- 
thing else was kept out of the few mono- 
graphs on “psychic disorders,” “mental 
diseases” or “insanity” of children. Interest 
in therapy was restricted by fatalism which 
saw in the reported disorders the irrever- 
sible consequences of heredity, degeneracy, 
overwork, excessive masturbation, or re- 
ligious preoccupation. Neither Kraepelin’s 
monumental work nor Bleuler’s classical 
textbook had anything to say about the 
psychopathology of childhood. The second 
edition of Ziehen’s treatise on the mental 
diseases of childhood, published as late as 
in 1926, was a therapeutically sterile trans- 
lation of adult psychiatry into terms of how 
much of it one might find in children. 

It may be said without fear of contra- 
diction that traditional psychiatry had of- 
fered next to nothing to the understanding 
of the behavior of the individual in the 
initial stages of his growth. It was around 
1900 that the attention of the profession 
was directed toward early life experiences 
as possible sign-posts for later neurotic or 
psychotic maladjustment. Freud abroad and 
Meyer in this country introduced a dynamic 
attitude which saw the origins of present 
trouble in happenings in the past. Mental 
illness came to be evaluated as a climax of 
difficulties which had been evolving for a 
long time as a particular person’s reactions 
to his particular life situation. Biographic 
exploration became an obligatory part of 
psychiatric history taking. Biography, if 
pursued consistently, leads always back .to 


. 
q 
: 
; te 
+ 
if 
| 
a 
2 
: 


1960 ] 


LEO KANNER 17 


the days when each patient was a child. 
Thus, around the turn of the century, psy- 
chiatric interest was for the first time di- 
rected toward childhood. But even this 
interest was still chiefly anamnestic, retro- 
spective, historical. It pertained to the early 
years of persons who at the time of inquiry 
had already attained adulthood or at least 
adolescence. Childhood, therefore, was still 
dealt with as something like an anthology of 
reminiscences. There still was no immediate 
psychiatric contact with children. Even 
Freud, who so clearly understood the in- 
fluence of early experiences, had his theory 
of infantile sexuality all worked out and 
published in 1905, three years before he 
ever saw any one child professionally, and 
then only indirectly via the physician father 
of the now almost legendary Kleine Hans. 
Then followed a decade in which a few 
psychoanalysts decreed speculative ex- 


cathedra interpretations on little strangers 
until Anna Freud, less addicted to ritualistic 
techniques, taught child analysis as a meth- 
od of treating real children in real family 
settings and not merely as bundles of in- 
stincts offering themselves for would-be 


omniscient and tediously repetitious exe- 
gesis. 

While psychiatrists of both analytic and 
non-analytic persuasion began to add a 
limited number of youngsters to their 
sphere of curiosity, another group, which 
was in everyday contact with numerous 
children, had for some time become dis- 
satisfied with the status quo. The breezes of 
liberalism blowing through central and 
western Europe had wafted the ideas of 
Pestalozzi and Fellenberg into the minds of 
progressive school teachers. The Procrus- 
tean methods of cutting or stretching pupils 
to fit the exact contours of the curricular 
bed gave way to a search for means of 
helping individual students incapable of 
conforming because of physical, intellectual, 
or emotional shortcomings. In those days, 
no inspiration could be expected from psy- 
chiatrists who for the most part were 
immured with their patients in the seques- 
tered isolation of mental hospitals or beyond 
reach in the cloistered aloofness of aca- 
demic splendor. A group of educators in 
Austria, Germany, and Switzerland took the 
initiative and founded the movement of 


Heilpédagogik, or remedial education. The 
contributions made by this group to the 
study and scholastic treatment of the learn- 
ing and behavior problems of school chil- 
dren should not be underestimated. This, of 
course, was not child psychiatry as we know 
it today but cannot be disregarded as one of 
the building stones of the emerging spe- 
cialty. 

In fact, it was from the field of education 
that the impetus arose for the gathering of 
another important set of building stones. 
After compulsory school attendance had 
become an intrenched feature in most civil- 
ized countries, the public school authorities 
in Paris, bothered by considerable inequal- 
ities of classroom achievement, turned to 
Alfred Binet for an explanation of this 
phenomenon. Binet and his assistants, exam- 
ining thousands of children of different 
ages, established a scale which was based 
on empirically ascertained norms of per- 
formance with regard to scholastic ability. 
With the help of this procedure, it was pos- 
sible to learn to what extent any one pupil 
conformed to, or deviated from, the norm 
or average. The first draft of the scale was 
made public in 1905; a revision came out 
in 1908; a third, improved set was pre- 
sented in 1911, the year in which Binet 
died. Binet’s work set the pace for studies 
of the natural history of human develop- 
ment, no longer as a matter of abstract arm- 
chair wisdom meditating about the species 
as a seemingly homogeneous group but in 
terms of concrete observations and measure- 
ments of real individuals viewed as hetero- 
geneous specimens. There came a multitude 
of diaries, questionnaires, trait inventories, 
and test batteries, culminating in the body 
of developmental psychology. 

Children, at long last, had begun to be 
seer, and heard. The rod and the dunce cap 
ceased being the only resort in attempts 
to cope with the behavioral nuisances of 
young nonconformists. The spirit of tol- 
erance which had declared open war on all 
forms of despotic harshness, brought about 
a reexamination of the prevailing relation- 
ship between the arrived and the arriving 
generations. In far away South Australia, a 
number of civic-spirited men and women 
found the punitive attitude of the courts 
toward young offenders objectionable ; 
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they succeeded in 1895 in the establish- 
ment of juvenile courts in which de- 
linquent children were to be handled 
separately and differently from adult 
violators of the law, with an emphasis 
on rehabilitation instead of retaliation. In 
1899, the states of Illinois and Colorado 
passed similar statutes. Within a decade, 
juvenile courts began to spring up in all 
civilized countries. Some of the judges were 
not satisfied with the job of meting out 
justice in the form of verdicts and sentences. 
They wanted to find out why the children 
brought before them had been driven to 
their transgressions. 

It is, at this time, difficult to realize that 
this mode of inquiry represented a major 
innovation. Antisocial acts had been re- 
garded by Prichard in 1835 as the results 
of an innate “morbid perversion of the 
feelings, affections, and active powers,” by 
Kahlbaum in the 1870’s as the manifesta- 
tions of a “faulty development of the moral 
fiber systems,” and by Lombroso even later 
as the outcropping of inborn propensities. 
A major change in the concept of human 
behavior had to, and did, occur before the 
times were ripe for the work of William 
Healy who, discarding the obsolete notions 
of delinquency as a chromosomally pre- 
ordained destiny, devoted himself to the 
study of motivations in the light of the 
young offender’s life situation. The title of 
his book, The Individual Delinquent, pub- 
lished in 1915, indicates a transition from 
abstract speculation about a nebulous some- 
thing called delinquency to the concrete 
occupation with the personalities of specific 
youngsters and the motives underlying their 
socially unacceptable performances. 

The introduction of the juvenile courts is 
but one link in a chain of events which had 
caused the Swedish sociologist Ellen Key 
to predict that the 20th Century would be 
known as the century of the child. The 
first decade witnessed the birth of develop- 
mental psychology and, in psychiatry, the 
shift of focus from the nosographic alloca- 
tion of supposedly unheralded mental 
diseases to a search for psychodynamic 
principles that might explain personality 
disorders as consequences of unfavorable 
interplay between the patient and his en- 
vironment. With this kind of orientation, it 


became possible to think in terms of thera- 
peutic intervention and prophylactic inter- 
ception. The idea of prevention had taken 
root in 19th-century medicine and had 
settled in the public mind. The question 
was raised whether interferences with men- 
tal health might be made as accessible to 
preventive measures as certain inroads on 
physical well-being had proved to be. This 
hope found a vigorous advocate in Clifford 
Beers, whose enthusiasm and organizational 
talent led in 1909 to the creation of the 
National Committee for Mental Hygiene. 

The mental hygiene movement had for 
its slogan the prevention of insanity and 
delinquency. For this, there could be no 
better starting point than the appearance of 
the earliest signs of misbehavior in the 
formative years of childhood. Hence, it be- 
came a part of psychiatric responsibility to 
anticipate and, if possible, preclude full- 
blown pathology instead of merely sitting 
back and waiting until it had assumed 
major proportions. This soon came to mean 
a preparedness to study and treat problems 
at their incipiency, not so much for what | 
they might lead to in the future but as 
issues of the present calling for the relief 
of emotional discomfort, regardless of its 
magnitude or possible prognostic implica- 
tions. The psychiatric concept of childhood 
thus underwent a succession of changes 
within a short span. It was at first encom- 
passed in the specialty as a retrospectively 
significant antecedent of adult maladjust- 
ment, with an eye on the past. It is then 
viewed, with a bit of Cassandra-like fore- 
boding, as a potential precursor of adult 
malfunctioning, with an eye on the future. 
It was finally granted the right to exist 
on its own terms, neither as histury nor as 
premonition, but as worthy of being seen 
in the perspective of immediacy, with an 
eye on the present. The time was ripe for 
the remedial consideration not only of 
glaring departures from normalcy but also 
of what Douglas A. Thom aptly referred 
to as “the everyday problems of the every- 
day child.” 

With this as a premise, Thom opened in 
1921 the so-called Habit Clinic in Boston. 
In 1922, the National Committee for Mental 
Hygiene, fully 13 years after its foundation, 
was ready to institute the first child guid- 
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ance clinics, an organization which has 
since then become a nationally, and to quite 
an extent internationally, intrenched feature 
of communal policy. 

These clinics soon became aware of an 
etiologic ingredient which had hitherto re- 
ceived but scant attention in the halls of 
formal learning. Those were the days when 
the markets resounded with the din of 
doctrinaire factions which, from separate 
booths, elevated the central nervous system, 
the endocrines, foci of infection, allegedly 
ubiquitous instincts and complexes, or sup- 
posedly innate typologic characteristics to 
the rank of all-valid explanations of human 
behavior. The child guidance clinics, in 
closer touch with homes and schools than 
any psychiatric unit which was then in 
operation, came to appreciate children as 
more than merely ameba-like creatures 
sending out their variously constituted 
pseudopodia into a more or less hazily 
structured environment. They recognized 
the dependence of early personality de- 
velopment on the impact of specific people 
in the environment. The investigations of 
parental attitudes and their effects may well 
be regarded as a great contribution made 
by these clinics not only to child study but 
also, in the general area of psychiatry, to 
a reorientation which began to include the 
varieties of interpersonal relationship in 
the range of etiologic and therapeutic con- 
siderations. 

The organization of the clinics started 
out with a determined change from depart- 
mental isolation. The desire for multi- 
disciplinary collaboration gave form to the 
“team” of psychiatrist, psychologist, and 
social worker, but this auspicious beginning, 
instead of serving as a lever for further 
broadening, was allowed to be frozen into 
a rigid mold. All disciplines other than 
those three were kept away from the clinic 
doors. As a result, before long the clinics 
were estranged from medicine, set ad- 
mission age levels beyond the years of in- 
fancy, held the problems of retarded 
children to be outside the realm of their 
usefulness and, limited by these and other 
self-imposed restrictions, became another 
extremely valuable but nevertheless sep- 
arate pile of building stones to go into the 
edifice of child psychiatry. 


By the middle of the 1920's, there certain- 
ly was ample raw material lying around in 
different clusters and waiting for an 
architect to put it together. This task was 
carried out admirably by August Hombur- 
ger of Heidelberg, who managed to house 
the thus far detached piles of building 
stones under one roof as closely intercon- 
nected parts of a unified structure. Hom- 
burger, on the faculty of a typically hyphen- 
ated neuro-psychiatric unit, was invited by 
his chief, Franz Nissl, to head an outpatient 
department. He brought with him a warm 
interest in children and quickly found him- 
self in contact with pediatricians, educators, 
judges, and the personnel of child-caring 
institutions. He studied every aspect of 
childhood development and behavior and 
every available means of helping his pa- 
tients. Shying away from the restriction to 
any one type of problem or method, he in- 
corporated and integrated in his work and 
in his fascinatingly written book, published 
in 1926, the sum total of knowledge gath- 
ered from several sources. He, therefore, 
may be regarded as the first student, practi- 


_tioner, and teacher of comprehensive child 


psychiatry devoid of sectional apportion- 
ment. 

In this, Homburger stood alone for a 
while and, with a few exceptions, there 
was, at the time of his early death, still a 
prevalence of tubular vision in the nothing- 
but behavioristic, orgam ist, instinctivistic, 
or quasi-sociological approaches to chil- 
dren’s behavior. All of them neglected an 
important group which, though exhorted to 
apply psychiatric understanding in dealing 
with children and chided for the lack of 
such understanding, was nevertheless de- 
nied passage through the portals leading to 
the acquisition of the proclaimed wisdom. 
Haughty pontification was apparently all 
that the pediatrician, the parents’ first and 
foremost advisor, was thought to be good 
for. This is illustrated by the book, The 
Child in America, by W. I. and D. S. 
Thomas, a 1928 review of the studies and 
programs concerned with the behavior 
problems of children. The substantial vol- 
ume dealt with the varieties of maladjust- 
ment, the treatment of delinquency, child 
guidance clinics, community organizations, 
parent education, and the contributions 
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made and planned by schools, psycholo- 
gists, mental hygienists, and social workers, 
to the study, prevention, and treatment of 
early personality disorders. The authors, 
who spared no time nor space to cover the 
entire field, had no occasion anywhere to 
include the pediatricians as participants in 
any of these activities. In 1930, the Commit- 
tee on Medical Care and Protection, in 
preparation for the White House Confer- 
ence on Child Health and Protection, 
selected a special Subcommittee on Psy- 
chology and Psychiatry in Pediatrics. The 
beautifully worded conclusions expressed a 
plea for “psychiatrically intelligent doctors” 
but nothing was said about any practical 
arrangement which might teach doctors 
how to become psychiatrically intelligent. 
In 1930, after a brief era of good-will 
oratory and get-together conferences, a 
psychiatric consultation service was set up 
at the Pediatric Department of the Johns 
Hopkins Hospital. The main objective of 
the task was presented as “an investigation 
of the rank and file of patients in the pedi- 
atric clinics for the formulation of psychi- 
atric problems, the mastery of which should 
be made accessible to the pediatrician to 
serve him as the psychopathologic prin- 
ciples in dealing with children.” Even 
though the avowed aim seemed to be one 
of carrying the torch of enlightenment to a 
group of more or less eager learners, the 
major advantage lay in the opportunity to 
test and demonstrate the usefulness of 
psychiatry in the main stream of a children’s 
hospital. Selectivity on any basis was un- 
realistic and impractical in wards and dis- 
pensaries to which children came from 
every conceivable kind of milieu and with 
every conceivable kind of ailment. Under 
these circumstances, the liaison work had 
to comprise all aspects of a child’s adjust- 
ment to living from birth through adoles- 
cence, associated with bodily diseases and 
anomalies, intellectual shortcomings, patho- 
genic parental attitudes, milder or more 
deep-seated emotional troubles, and a wide 
range of combinations. As similar under- 
takings began to be developed in the coun- 
try sporadically, it became evident that 
here, in the hustle and bustle of busy medi- 
cal centers, was a chance and an obligation 
to practice child psychiatry in the Hom- 


burger sense, not as a compartmental 
preoccupation with intellectual deficit, 
scholastic problems, delinquent behavior, 
psychosomatic illness, psychologic and 
socio-economic deprivation, or neurotic and 
psychotic manifestations, but as a multi- 
faceted discipline concerning itself with the 
overall responsibility for the amelioration 
of all and sundry difficulties presented by 
and to children referred for psychiatric 
assistance. 

This does not imply in the remotest that 
such centers are, or should be, self-sufficient. 
They are by no means functioning as sub- 
stitutes for the work done in the different 
rooms and cubicles of the edifice of child 
psychiatry. Their very existence would be 
unthinkable if it had not been for the 
separate efforts which furnished the foun- 
dation and the substance of the integrated 
structure. We still need, and should en- 
courage, the expansion of child guidance 
clinics, which have proved themselves as 
indispensable pillars of community mental 
hygiene. Every effort should be made to 
provide adequate psychiatric counsel for 
our juvenile courts which still are, or at 
any rate should be, the principal adjusters 
of our delinquent youth. We should be 
sadly amiss if we did not acquaint ourselves 
fully with the truly breathtaking discoveries 
made recently in the area of mental de- 
ficiency. Child psychiatry continues to be 
enriched by advances made constantly in 
the fields of pediatrics, neurology, genetics, 
psychology, and sociology which keep add- 
ing to our knowledge of children in health 
and disease. 

It is true that comprehensive child psy- 
chiatry, which has come into being less 
than half a century ago, is coming of age. 
It is true that this body of facts, theories, 
and practices, which did not even have a 
unifying name before 1933, has since then 
become accepted ungrudgingly as one of 
the scientific disciplines endeavoring to un- 
derstand and help human beings. We are 
entitled to stand in awe before the vast 
amount of knowledge and insight that has 
been accumulated in so short a time. We 
child psychiatrists have formed our own 
clinics and have our own national associa- 
tions and international congresses; ~<-~y 
recently a subspecialty board has en 
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created, giving diploma recognition to 
qualified practitioners. Two leading univer- 
sities have created full professorships of 
child psychiatry. The Royal Medico-Psycho- 
logical Association has given formal status 
to child psychiatry by inviting one of its 
representatives to deliver the 1958 Mauds- 
ley lecture in London. 

But, as in every science, last words have 
not been spoken and, considering the 
limitations of the species, the absolute and 
ultimate are beyond the horizon. Having 
arrived, we are entitled to certain dis- 
satisfactions with the extent of our achieve- 
ments. Progress in every science depends 
on dissatisfaction, curiosity, and caution. 
It is those qualities that have provided the 
impetus for the introduction of ever new 
theoretical formulations, therapeutic ave- 
nues, research programs, and the improve- 
ment of residential facilities. It is those 
qualities that have prompted the work of 
the major contributors to child psychiatry. 

Those qualities are still needed. There are 
still many gaps in our knowledge. This is 
no time for the smugness which pretends 
that we are already in possession of all the 
answers, that the sowing and planting have 
been accomplished, and that we are ready 
to sit back and enjoy the pleasures of eternal 
harvesting. Smugness can easily lead to 
stagnation. Some of us are too prone to 
surround the few kernels of truth with 
thick layers of as yet unproven hypotheses 
of one kind or another and, as teachers, to 
stifle the curiosities of our trainees by pre- 
senting these layers to them as established 
undisputable verities. If the teacher’s specu- 
lations tend to be transmitted as articles of 
faith, theory and method are allowed to be 
frozen into rigid molds. 

This pertains especially to certain treat- 
ment procedures. We are witnessing the 
spectacle of instruction which teaches a 
“technique” to be applied to all comers, 
regardless of the nature of the problems and 
the needs of each child as a unique experi- 
ment of nature. What happens to the treated 
patient is deemed by some less important 
than the niceties of the compulsive applica- 
tion of a learned technique. The therapist’s 
minutely detailed “approach” to the diag- 
nostically undifferentiated patient is con- 
sidered as being of greater weight than the 


specificity of the issue about which the 
patient and his family approach the thera- 
pist for help. The therapeutic cart is put 
much too often before the diagnostic horse. 
We would not think much of the surgeon 
who “approaches” an appendectomy, a 
thyroidectomy, and the setting of a broken 
leg with the same technique and the same 
instruments. 

Fortunately for the future of child psy- 
chiatry, there are enough practitioners and 
teachers who are patient-oriented rather 
than technique-oriented, who pluralistical- 
ly deal with the realities as they present 
themselves rather than with free-floating 
generalizations, and who whet their own 
curiosities and those of their students in the 
face of the multitudinous variety of issues 
that come before them. There is room for 
hypothesis, to be sure, but there is also an 
obligation to test every hypothesis for its 
scientific validity and its therapeutic effect. 
Treatment, under the circumstances, takes 
the form of an individualized, goal-deter- 
mined program adapted to each child in 
accordance with his personal, carefully 
diagnosed, problem. This is different from 
the kind of stereotyped therapy which starts | 
out as a journey into the unknown, with 
the vague hope that somehow, someday 
normalcy will be attained in the image of 
the therapist's concept of suburbanite pro- 
priety. 

It is, of course, much easier to give a his- 
torical sketch of the development of child 
psychiatry than it is to outline its prospect 
for the future. But there are straws in the 
wind to indicate directions. There is a de- 
finite tendency to reduce compartmentaliza- 
tion and to hold the original piles of build- 
ing stones together in units closely asso- 
ciated with medical centers. There is a 
growing realization of the need for in- 
creasing the number of residential treat- 
ment facilities for psychotic and near- 
psychotic children, Parents, impatient with 
the former laissez-faire attitude on the 
part of the medical profession have got- 
ten together and, as the National Asso- 
ciation for Retarded Children and the 
National Organization for Mentally Il] Chil- 
dren, have become a powerful influence, 
encouraging further investigations and 
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nudging legislatures into greater awareness 
of the situation. The National Institute of 
Mental Health is fostering both research 
and training. 

In more circumscribed areas, much work 
has been done, ard continues to be done, 
in the study of family relationship and its 
prophylactic and therapeutic utilization, 
the phenomenology and epidemiology of 
children’s behavior problems, the diagnos- 
tic delineation of the more severe emotional 
disturbances, the biochemical aspects of 
certain forms of mental deficiency, the com- 
plexities of psychosomatic disorders, and 


efforts, as yet timid and resisted by the 
insecure members of the group, to test the 
effectivness of current therapeutic methods 
by means of follow-up studies. 

The future of child psychiatry is bright. 
Its importance is now recognized universal- 
ly. It has much to show for the short period 
of its existence. It will be brighter still it 
it manages to slough off a certain degree 
of smugness in its ranks, if it does not let its 
curiosity flag, if it keeps in mind that theory 
and technique are, for the physician, not 
ends in themselves but means to ameliorate 
the difficulties of patients. 
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SOME PROBLEMS OF DOSE VARIATION IN THE USE OF 
TRANQUILIZING DRUGS * 


BERNARD WILKENS, M.D., anp SIDNEY MALITZ, M.D.? 


Because the implications of this title are 
broad and space does not permit an ex- 
haustive account of all possible ramifica- 
tions, this discussion is limited to the 
following : 

1. A brief review of the development 
of dosage levels of tranquilizing drugs, with 
special emphasis on the prototypes of each 
group, namely chlorpromazine, reserpine 
and meprobamate. 

2. A consideration of current dosages in 
use both in this country and abroad. 

3. A brief summary of 3 cases illustrating 
some problems of dosage occurring in a 
clinical setting. 

4. Some suggestions for developing a 
more scientific basis of dose range deter- 
mination. 


HISTORICAL ASPECTS OF 
DOSE RANGE DEVELOPMENT 


Early workers with these drugs, unlike 
recent investigators, did not emphasize the 
effects of dosage range variation. Wikler 
(1) has published an excellent review of 
psychopharmacology in which the historical 
development of these drugs is discussed. 
The first medical application of a tran- 
quilizing agent was for a non-psychiatric 
purpose. In 1951 the French investigator 
Laborit(2, 3) used chlorpromazine to pre- 
pare patients for major surgery. He at- 
tempted to induce a state of artificial hiber- 
nation with the drug that would decrease 
the total body metabolism, permitting pa- 
tients to be refrigerated. Laborit, using 
doses of 50 to 100 mgm. I.V., noted no 
alterations in consciousness with the drug 
but rather a state of placid indifference 


1 Presented at N. Y. Divisional Meeting of the 
American Psychiatric Association, New York, N. Y., 
November 28, 1959. 
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of Psychiatric Research respectively, Department of 
Experimental Psychiatry, N. Y. State Psychiatric In- 
stitute, New York, N. Y. 


which he termed “a lobotomie pharmacolo- 
gique.” Determination of dosage appears 
to have been made on an empirical basis. 
Shortly after Laborit’s reports, chlorpro- 
mazine was “discovered” by psychiatry, 
although there is no specific information on 
how the transition was made. Hamon(4) 
used chlorpromazine in 1952 in combination 
with meperidine in a patient with “mania.” 
The dosages of chlorpromazine used were 
50 and 75 mgm. I.M. Shortly thereafter, 
Delay and co-workers(5) a!so began to use 
chlorpromazine for mental disorders. The 
6 patients of their initial series suffered 
from manic psychoses of various types. 
They emphasized the clinical effects of the 
drug rather than the dosage range. In 
two of the cases no dose is described. For 
two others, 50 mgm. q.i.d., LM. and 75 
mgm. t.i.d., 1.M. is mentioned. In another, 
25 mgm. I.M. in a single dose, and in the 
remaining, 100 mgm. orally. Later in a 
series of 38 patients, good responses were 
reported with chlorpromazine but again 
these investigators were not specific about 
the doses of medication that were used(6). 

In 1953, Stahelin and Keilholz(7), in 
reporting on the treatment of a mixed group 
of psychiatric patients, described for the 
first time a detailed dosage schedule. They 
administered 25 mgm. of chlorpromazine 
I.M., 3 to 6 times daily. After 5 to 10 days 
they switched over to oral medication, in 
doses not exceeding 200 mgm. daily. They 
reported their results as generally favorable 
although no statistical data were given. 
Later, a number of other European in- 
vestigators reported good results with 
chlorpromazine in the treatment of dis- 
turbed patients at levels averaging 100 
mgm. daily which today is considered to be 
in the low dosage range. 

About this time, several investigators in 
the United States and Great Britain began 
using chlorpromazine(8, 9, 10, 11). Again, 
as with European investigators, there was 
almost complete agreement on the clinical 
response and effects of the drug but con- 
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siderable. variation in the reported dosage 
range. Table 1 indicates the dosage range 


TABLE | 


CHLORPROMAZINE DosaGE RANGE IN 
SoME Ear.y INVESTIGATIONS 
Dose Range/Day Route 

( mgm.) 
75-300 
150-1800 
56-450 
300-400 


Investigator 


Elkes and Elkes 
Goldman 

Hall and Dunlop 
Hoch and Malitz 
Kinross-Wright 


Kurland 


p.o. 
p.o. 
p.o. 
p.o. 
IM. 
p.o. 
LM. 
and 
p.o. 
p.o. 
LM. 
p.o. 
p.o. 


Winkleman 
Lehmann and Hanrahan 


Gibbs and Wilkens 


used by some early investigators of chlor- 
promazine. A few of these investigators 
tried systematically to isolate and measure 
the effects of chlorpromazine at various 
dosage levels by utilizing objective psycho- 
logical tests(1la, 12, 13). 


Chaptal in 1954(14) was the first to 
report using chlorpromazine on a mgm. 
per kg. body weight basis. It is of interest 
that he used the drug in doses of 2 to 
3 mgm. per kg. for the treatment of “rheu- 
matic and encephalitic chorea.” Basmajian 
(15) in 1955 also used it in neurological 
disorders to decrease spasticity in single 
doses of 50 mgm. I.V. with favorable results. 

The use of the whole root of Rauwolfia 
Serpentina is recorded centuries ago in the 
medical annals of India. However, isola- 
tion of some of the active crystalline alka- 
loids was not successfully begun until} 1931 
(16) and it was not until 1952( 17), that res- 
erpine, the most active of these alkaloids 
was identified. The pharmacological effects 
of reserpine in animals were studied in 1953 
(18) and the sedative and hypotensive 
effects reported by a group of internists in 
Boston shortly thereafter. They adminis- 
tered the drug for the treatment of hyper- 
tension(19, 20). The first reports of reser- 
pine as a tranquilizing agent in this country 
were not published until two years later 
(21). 

Although many investigators have studied 


reserpine, including several who used psy- 
chological techniques and physiological 
measurements, wide variations have existed 
in dosage range, routes of administration, 
duration of treatment, selection of patients 
and criteria for improvement, making valid 
correlative conclusions concerning their 
data difficult(21, 22, 23, 24, 25, 26, 27). 
Dosages in these studies have ranged wide- 
ly from 1 to 130 mgm. per day. 

Meprobamate belongs to a group of gly- 
cerol ethers which are motor depressants. 
Its precursor was mephanesin, discovered in 
1946 and the first of this group used in the 
treatment of anxiety and tension states( 28, 
29, 30). Various analogues of this drug were 
synthesized, the most notable of which is 
meprobamate(3l1). Meprobamate was re- 
ported to have considerable clinical value 
in the treatment of anxiety states with 
dosages ranging between 400 to 1600 
mgm. daily(32, 33). Alcoholics were treated 
with as much as 800 mgm. every 3 to 4 
hours(33). It had also been reported suc- 
cessful in the treatment of chronic psychotic 
patients given 1600 to 5000 mgm. per day 
(34). One investigator reported using up to 
9600 mgm. daily for periods of 12 to 18 
months(35). 


CURRENT DOSE RANGES 


In recent years there has been a general 
tendency for physicians to administer 
higher average dosage levels of chlurpro- 
mazine and to a lesser degree reserpine, 
than were used when they were studied 
initially. Criteria for these changes, how- 
ever, are vague. One group of investigators 
felt that the optimal dosage level should be 
higher in the more severely ill patients, and 
determined dosage as a direct function of 
the severity of the illness(36). Some em- 
phasized the diagnostic category rather than 
the severity of the illness(35). Still others 
utilized the development and intensity of 
side effects such as parkinsonian symptoms 
in determining dosage level(37, 40). Thus 
it may be noted that a great deal of the 
subjective has entered into the use of these 
drugs. Considerably more research is neces- 
sary to clarify such issues. 

In this country, dosage levels of chlor- 
promazine have risen from an average of 
150 mgm. daily to a level of 300 to 500 
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mgm. daily(38, 39). Kinross-Wright( 40) 
has continued to suggest higher average 
levels than most other investigators es- 
pecially in the treatment of chronic cases. 
Ayd(41) on the other hand, feels that these 
large doses are no more effective than doses 
of 200 to 300 mgm. daily except in an 
occasional patient. Table 2 shows the cur- 


TABLE 2 


CuRRENT AVERAGE DosaGE RANGE OF 
CHLORPROMAZINE IN VARIOUS COUNTRIES 


Dose Range/ Day 
(mgm.) 
150-300 
400-600 
200-800 
200-400 
150-300 
300-500 


Country 


Switzerland (French) 
Switzerland (German ) 
United States 


reut average dosage range of chlorproma- 
zine in various countries. It is possible 
that the lower dosages used in some coun- 
tries reflect the innate conservatism of the 
citizens of that country ! 

Current therapeutic dosage levels of 
reserpine generally range from 0.1 to 5.0 
mgm. daily orally(42). Occasionally aver- 
age doses as high as 5 to 15 mgm. daily are 
recommended (43). 

Present day therapeutic levels of mepro- 
bamate have varied very little from the 
more conservative eariy reports. The aver- 
age dosage remains at 400 mgm. given 3 
to 4 times a day. 


ILLUSTRATIVE CASES 


The following cases from the clinical 
service at Psychiatric Institute illustrate 
the types of therapeutic problems which 
att arisen in the past in relation to dosage 
evels : 


Case 1.—A 31-year-old, white, male, clerical 
worker was first seen in the out-patient clinic 
in 1953. He was noted to be introspective, 
markedly voluble, loquacious and circumstan- 
tial. He complained of restlessness, headaches 
and somatic symptoms. He was followed at 
weekly intervals receiving psychoanalytically 
oriented psychotherapy. Psychological tests 
suggested a schizophrenic illness of long stand- 
ing without intellectual damage. The patient 


showed slight improvement during the early 
course of psychotherapy. After 3 years of 
treatment, however, he became increasingly 
agitated, developed a structured delusional 
system, auditory hallucinations and marked 
tension with anxiety. There was gross evidence 
of a thinking disorder. The patient was ad- 
mitted to the Psychiatric Institute and given 
50 insulin coma treatments resulting in a slight 
reduction in anxiety but no change in his 
basic symptomatology. He was then started on 
300 mgm. of chlorpromazine a day. Within a 
period of 2 months, the patient became more 
coherent and there was a reduction in the 
tangential and circumstantial aspects of his 
thinking. His therapist felt encouraged and the 
dose was gradually increased to 1600 mgm. 
daily over a 6 month period. The improvement 
described disappeared on this higher dosage 
regime. The patient became increasingly tense, 
anxious and withdrawn. The dose was reduced 
to 800 mgm. without any change in his clinical 
condition. He was presented at conference to 
determine the feasibility of other forms of treat- 
ment. The patient was noted to show a mod- 
erately severe parkinsonian-like picture. Med- 
ication was discontinued so that a better idea 
of the baseline state of the patient, free from 
side effects could be gained. Over the next 
2 months the parkinsonian features disappeared 
and he showed greater improvement than 
ever before. The anxiety and tension he ex- 
perienced on high doses of chlorpromazine 
were markedly reduced. His original delusions 
and hallucinations did not recur. No evidence 
of disorganized thinking could be detected. 
The patient returned to work and was dis- 
charged to his own custody without further 
medication. 

In this case the primary and secondary 
symptoms of schizophrenia, namely the 
thought disorder, hallucinations and delu- 
sions were reduced on low levels of the 
drug. Raising the dosage to accelerate the 
recovery intensified certain side effects of 
the drug which were then confused with 
symptoms of the primary disease process. 
The increased tension, restlessness and 
anxiety was thought to be a worsening of 
the patient’s illness. Actually these symp- 
toms were due to the drug itself and when 
the drug was discontinued they subsided. 


Case 2.-The second patient was a 53-year- 
old, white, married, salesman with a history 
of multiple phobias and pan-anxiety for 7 
years. The illness seemed to begin with an 
attack of vertigo and fears of being alone. Dur- 
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ing the 6 years preceding hospitalization the 
patient developed increasing phobias of closed 
spaces, heights, subway travel and losing his 
mind. During this period he was in psycho- 
therapy on a twice a week basis and at various 
times received chlorpromazine, 150 mgm. daily, 
as well as reserpine and meprobamate in “low 
doses.” He showed moderate improvement for 
a short time on the chlorpromazine but later 
relapsed. There was no response to the reser- 
pine or meprobamate. Because of increasing 
pan-anxiety, panic attacks, agitation, referen- 
tial ideas, multiple phobias, moderate depres- 
sion and anhedonia, he was admitted to Psy- 
chiatric Institute with the diagnosis of schizo- 
phrenia, pseudoneurotic type. An attempt was 
made to control his symptoms with chlorproma- 
zine. His dosage was raised to 1500 mgm. daily 
for a period of 3 months. Side effects were ab- 
sent at this dosage level except for a slight 
parkinsonian picture. In spite of medication the 
patient continued to show an intensification of 
his original symptoms. Several other tranquil- 
izers and somatic therapies were tried with- 
out success. A bilateral precoronal lobotomy 
was performed 6 months after his admission. 
Transient improvement in all symptoms was 
observed for two months. Then the patient 
relapsed. He received chlorpromazine once 
more in a dose ranging from 400 to 1200 mgm. 
daily for 2 weeks without benefit. No side ef- 
fects were observed. 


This case illustrates the surprising lack of 
side effects in some patients at high dosage 
levels on tranquilizing agents. It also, un- 
fortunately, demonstrates that some cases, 
in which tranquilizers appear indicated, still 
do not respond. This man’s anxiety and ten- 
sion were so severe they did not even 
respond to psychosurgery. 


Case 3.—A 55-year-old, white, male, married 
policeman was admitted to the hospital with a 
5 year history of agitation, fearfulness, obses- 
sive preoccupations, paranoid ideation, grandi- 
osity and loquaciousness. A course of 9 electro- 
shock treatments prior to admission had re- 
sulted in improvement lasting only 6 months. 
On admission, the patient’s dosage of chlor- 
promazine was rapidly raised to a maintenance 
level of 600 mgm. daily. His talkativeness, 
grandiosity, delusional ideas and euphoria di- 
minished considerably and he became man- 
ageable within a week. Troublesome side ef- 
fects developed, however, including marked 
drowsiness, nasal congestion, constipation and 
moderate depression. The latter did not re- 
spond to the addition of amphetamine. After 


4 weeks the symptoms gradually returned. He 
was started on reserpine in a range of 4 to 8 
mgm. daily with little therapeutic effect over a 
3 month period. A second course of chlorpro- 
mazine was given ranging from 600 to 1400 
mgm. daily. At the maximum dose his symp- 
toms again diminished but he developed severe 
side effects once more. After 2 months he re- 
lapsed. An intensive course of ECT failed to 
alter the pattern. Because of his assaultive 
behavior and rapidly worsening condition 
a bilateral precoronal lobotomy was done. 
A biopsy showed early Alzheimer’s Disease. 
Following surgery, there was a quantitative 
diminution in all symptoms, but sporadic 
episodes of agitation and assaultiveness con- 
tinued to occur. Chlorpromazine was given 
again over a range of 150 to 1400 mgm. 
a day in an attempt to control these out- 
bursts. There was no effect at the lower 
levels but above 800 mgm. the patient be- 
came much less agitated and was finally sta- 
bilized at 1400 mgm. a day. He appeared 
more relaxed and less grandiose but his affect 
remained inappropriate and his associations im- 
paired. A moderately severe parkinsonian syn- 
drome developing at this level in no way af- 
fected his sustained improvement. Eventually 
this side effect cleared with the addition of 
Artane. 


In this case, increasing the dose to thera- 
peutic levels was associated with severe 
side effects accompanied by significant 
clinical improvement. The addition of an 
adjuvant drug helped to control the side 
effects so that it was not necessary to dis- 
continue the phenothiazine. 

These cases illustrate the recent trend 
towards prescribing tranquilizing drugs em- 
pirically. We feel that while the empirical 
approach is necessary in the opening of a 
new field of scientific endeavor, efforts 
should be continuously in the direction of 
reducing subjectis: factors. The question 
now arises as to how we can best proceed 
in our present and future evaluations of 
these psychopharmacologic agents. 


RECENT APPROACHES 
TO DOSE RANGE PROBLEMS 


Early studies of tranquilizing drugs were 
limited to the usual pharmacological battery 
of animal tests for toxicity and acute and 
chronic effects at graded dosage levels. In 
more recent years, laboratory methods 
used in the search for new psychopharma- 
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cologic drugs have undergone much re- 
finement. Toman and Everett(44) list 6 
standard and 14 alternate procedures that 
might be used. They point out that a 
battery of these tests in several species 
offers some insurance against missing a 
potentially valuable agent. These tech- 
niques are listed in Table 3. 


TABLE 3 
SCREENING METHODS FOR STUDY 
OF TRANQUILIZERS 


(Toman and Everett ) 


Standard Procedures 
1. General screening in white mice, oral 
and intraperitoneal. 

. Potentiation of barbiturates. 

. Electroshock latency. 

Body termperature control. 

. Spontaneous behavior in other species, 
single and multiple doses. 

. Chronic oral administration in dogs 
and rats. 


Ul Go bo 


Other Tests 
1. Threshold and form of EEG in un- 
anesthetized rabbits and monkeys. 
. Quantitative recording of limb tremor. 
. Body temperature of mice to warm 
and cold environments. 
4. Recording electrically and mechanical- 
ly evoked limb reflexes in rabbits. 
. Conditioned avoidance responses in 
rats. 
. In vitro tests on isolated uterus. 
. Blood pressure and respiration in 
anesthetized cat preparations. 
8. Blood pressure response in experi- 
mental hypertensive rats. 
9. Behavior after injection into ventricles 
of cats with chronic cannulas. 
10. Quantitative recording of mouse mo- 
tility in activity cages. 
11. Biochemical tests of drug ability to 
release or reduce serotonin. 
12. Stimulation of and recording from sub- 
cortical structures. 
13. Assays in submammalian species or 
tissue cultures. 
14. Tests for protection against drug in- 
duced emesis. 


© to 


The question remains, however, whether 
such tests give a valid indication of thera- 
peutic effectiveness of dosage level in man. 
The rat, cat, rabbit, dog and even the mon- 
key represent such a wide species difference 
from man and his unique mental apparatus 
that it is difficult to correlate animal find- 
ings with the determination of human treat- 
ment dosages. It appears to us that the 
ultimate determination of correct thera- 
peutic dose range must come from clinical, 
psychological and neurophysiological stud- 
ies in man. Probably the single most 
important factor is clinical observation. 
Clinical observation may be correlated 
with batteries of objective psychological 
tests, double blind techniques, blocking 
studies of drug induced hallucinations, 
observations of electroencephalographic 
changes and other physiological measure- 
ments, but it cannot be subordinated to 
them. Specialized techniques are best per- 
forme on inpatients at a specialized re- 
search facility utilizing trained personnel. 
However, good clinical observations can be 
carried out in the usual clinical psychiatric 
inpatient or outpatient treatment setting. 

The small clinical pilot study of 6 to 12 
patients by experienced clinicians often 
contributes much to the evaluation of a 
new drug, especially in regard to factors 
of dosage and side effects. The value of such 
studies should not be minimized. We have 
had extensive experience with both blind 
and non-blind studies and have observed 
that the small pilot study has yielded accu- 
rate information not only concerning dosage 
levels but also relative to the spectrum of 
complications which were later confirmed 
by controlled studies of larger samples. 

Such pilot studies as undertaken in our 
clinical laboratory are a joint undertaking 
of medical, nursing and social service staff 
under the personal supervision of the pro- 
ject physician. Diagnoses are established 
by a panel of psychiatrists and supported 
by psychological tests when necessary. The 
initial dosage schedule is established on the 
basis of the manufacturer’s recommenda- 
tions. A wide degree of flexibility must be 
permitted, however, to deal with any ad- 
verse side effects that might suddenly occur. 
It is sometimes necessary to lower or raise 
dosage levels markedly from the starting 
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dosage because of the individual variations 
in tolerance that are commonly encoun- 
tered. 

Before starting the active substance, a 
period of 7 to 14 days is devoted to observ- 
ing the patient on placebo medication. 
Frequent and regular ward rounds are 
made, in which therapist, ward supervisor, 
nursing staff and social worker meet with 
those in charge of the project to discuss 
each patient's progress. The patients are 
followed personally by the drug project 
supervisor. An internist is part of the team 
to aid in evaluating and treating side effects 
developing as a complication of usage of 
new drugs. A battery of laboratory tests in- 
cluding hematological, hepatic and urinary 
procedures are performed before starting 
the drug, and repeated weekly. These in- 
clude CBC, urinalysis, BSP, alkaline phos- 
phatase, cephalin flocculation, BUN and 
fasting blood sugar. Ancillary, studies in- 
cluding serial electroencephalograms and 
electrocardiograms are done whenever they 
seem indicated. 

Cole, et al.(45) have elaborated on cer- 

tain procedures that may be followed to im- 
prove clinical drug evaluation reports. They 
suggest that the dosage schedule and the 
variations be specified, and any technical 
problems of administration or facts regard- 
ing the duration of action be stated. Also 
they feel it is preferable that units of dosage 
be reported in the metric system, that route 
of administration, concentration and volume 
be recorded, and that effective dosage be 
expressed on a kg. per body weight basis 
whenever possible. Concentrations of the 
drug in blood and urine should be obtained 
when present techniques are sufficiently 
developed. We are in complete agreement 
with these aims. At the present time one of 
our co-workers has shared in developing 
a technique for the determination of pheno- 
thiazines in tissue and is engaged in work- 
ing out a quantitative method for deter- 
mining phenothiazine levels in the blood 
(46). 
By following these procedures, the small 
pilot study becomes a carefully planned 
scientific instrument yielding data about 
drug action in the individual often missed 
in large scale clinical studies designed on 
a more casual observational program. 


SUMMARY 


Early published studies of the use of 
tranquilizers revealed wide variations in 
the methods of studying the clinical effec- 
tiveness of these drugs. Some studies omit- 
ted dosages used in arriving at conclusions 
regarding drug action. Others included 
dosage schedules but did not establish 
clearly the criteria on which these dosages 
were based. Generally the overall approach 
in these investigations was empirical. Cur- 


‘rently, suggested dosage ranges of chlor- 


promazine, reserpine and meprobamate 
show a greater consistency than in the past. 

Three cases are presented to demonstrate 
some of the clinical problems encountered 
in the administration of these drugs. They 
emphasize the necessity of focusing on dose 
range-clinical response relationships in 
future investigations. 

The design of a small pilot study is pre- 
sented. It is considered that this type of 
study offers the best opportunity to gain 
valuable information about dosage and 
drug effect when carefully and systematical- 


ly performed. 
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BACKGROUND FACTORS AND SYMPTOM PRESENTATION 
IN A CHILD GUIDANCE CLINIC 


FRANK G. BUCKNAM, M.D.,! anp MARVIN REZNIKOFF, Pu.D.? 


In a recent study, Roach, Gurrslin and 
Hunt(1) investigated the social-psycholog- 
ical characteristics of families availing them- 
selves of the services of a community sup- 
ported child guidance clinic in the Buffalo 
area. It is not too often that a clinic stops 
to scrutinize the statistical material at hand 
from this viewpoint, which made the find- 
ings of this study particularly interesting. 
These authors underlined the fact that par- 
ticular agencies and specific geographic 
areas have their own peculiar features and 
that they may be essentially unrepresenta- 
tive samples of the population to which 
data obtained from them becomes general- 
ized. As a consequence they envisioned 
their study as one in a projected series 
of independent investigations of separate 
agencies in different locales, providing data 
which could eventually be pooled and af- 
ford a basis for an overall systematic an- 
alysis of social-psychological variables in 
the utilization of mental health facilities. 

The present research has a twofold pur- 
pose. First it is intended as a replication of 
the Buffalo study in a different setting, in 
line with accruing data from a number of 
potentially disparate sources as suggested 
by Roach, Gurvslin and Hunt. Secondly, it 
is an attempt to move beyond largely de- 
scriptive statistics and to ascertain whether 
associations exist between demographic 
characteristics and the specific nature of the 
presenting complaints or symptoms. 


PROCEDURE 


The sample cases comprised all families 
applying for psychiatric assistance to the 
Children’s Clinic of the Institute of Living, 
Hartford, Connecticut during 1957 and 
1958. The clinic is a non-profit service of- 
fered to the residents of the Greater Hart- 
ford area. A very nominal fee is charged but 
no one is deprived of services because of 
an inability to pay. All information was ob- 


“1 Director, Children’s Clinic, Institute of Living. 
2 Director, Department of Clinical Psychology, In- 
stitute of Living, Hartford, Conn. 
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tained from the parents in an intake inter- 
view with a social worker. In that occasional 
omissions and ambiguities occurred in the 
data, the total number of cases employed in 
the computations varied with the specific 
descriptive classification being investigated. 

Six of the 7 characteristics evaluated by 
Roach, Gurrslin and Hunt were utilized in 
this study: (a) sex of child, (b) family 
size, (c) occupation of major wage earner, 
(d) race, (e) religion and (f) symptom. 
The seventh, desirability of residential area 
for each family, was omitted because in- 
formation relevant to rating this character- 
istic was not fully available. 

Data for making the appropriate compar- 
isons between the clinic cases and Greater 
Hartford area population derived from 
United States census figures(2, 3). 


RESULTS 


Treatment of the data paralleled the 
methodology of Roach, Gurrslin and Hunt 
with chi square used to test for statistical 
significance. An examination of Table 1, 
reveals that there was a gross underrepre- 
sentation of girls in the clinic population 
(x? = 33.70, d.f. = 1, P < .001), in agree- 
ment with the findings of the Buffalo study. 
Contrary to the results of this prior in- 
vestigation, however, the present study re- 
vealed no statistically significant difference 
vetween the clinic and the general popu- 
lation with regard to race. While the Buffalo 
clinic serviced a disproportionately small 
number of non-whites, the Hartford clinic 
had non-white applicants in numbers ap- 
proximating their representation in the pop- 
ulation as a whole. 

Table 2 indicates that the clinic families, 
classified according to occupation of major 
wage earners, fell into a distribution which 
on an overall basis was not significantly at 
variance with the general population, 
though the individual category “semi-skilled 
worker” was notably overrepresented. By 
contrast the Buffalo facility had an under- 
representation of the semi-skilled group and 
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TABLE 1 
DIsTRIBUTION OF SEX AND RACE IN PERCENTAGES OF CLINIC 
AND HARTFORD AREA POPULATIONS 


(N = 239) 
Sex Race 
Population Male Female Total W bites Non-whites Total 
Clinic 74 26 100 93 7 100 


Hartford Area 48 52 
TABLE 2 
DIsTRIBUTION OF OCCUPATIONS IN PERCENT- 


AGES OF Mayor WacE EARNER IN CLINIC 
FAMILIES AND HARTFORD AREA POPULATION 


(N = 230) 
Hartford 
Occupation Clinic Area 

Profession and technical 10 10 
Proprietors, managers, 

officials 13 14 
White collar, clerical 18 19 
Skilled workers 19 22 
Semi-skilled workers 32 21 
Unskilled workers 8 14 

Total 1 100 


a conspicuous overrepresentation of the 
professional and managerial classes with 
the total occupational pattern varying from 
the census population to a statistically sig- 
nificant degree. 

From Table 3 it can be seen that the 
religious composition of the clinic popula- 
tion differs somewhat from the general 
population. This disparity approaches sta- 
tistical significance (x? = 5.72, df. = 2, 
P< .10) with a disproportionately small 
number of Catholics and an over-large num- 
ber of Protestants and Jews represented in 
the clinic group. This particular finding is in 
the same direction as the data obtained by 
Roach, Gurrslin and Hunt, but not as clear- 
cut in nature. 

TABLE 3 
DISTRIBUTION OF RELIGIOUS AFFILIATIONS IN 
PERCENTAGES OF CLINIC AND HARTFORD 
AREA POPULATION 


(N = 229) 
Hartford 
Religion Clinic Area 
Catholic 47 58 
Jewish 13 9 
Protestant 40 33 
Total 100 100 


100 96 4 100 


Data relevant to number of children in 
the clinic families is included in Table 4. 
As was the case in the Buffalo study, there 
is a gross underrepresentation of only chil- 
dren in the clinic sample and a strikingly 
high number of children with 2 or more 
sibs (x? = 50.18, d.f. — 2, P < .001). 


TABLE 4 
DisTRIBUTION OF NUMBER OF CHILDREN IN 
FAMILY IN PERCENTAGES OF CLINIC AND HART- 
FORD AREA POPULATION 


(N = 238) 
Number of Hartford 
Children Clinic Area 
1 16 44 
2 32 35 
3 or more 52 21 
Total 100 100 


As a final step in this phase of the study 
the Hartford and Buffalo Clinics were com- 
pared for the prevalence of various types 
of presenting symptoms. A statistically sig- 
nificant difference in the distributions was 
obtained (x? = 15.88, d.f. = 5, P < 01). 
Table 5 reveals that in the Hartford clinic 
the initial complaint was more often ag- 
gressive behavior, though in both clinic 
groups this was the predominant symptom 
classification. There was also a larger num- 
ber of mixed symptom patterns in the Hart- 
ford clinic population, while the Buffalo 
group contained a greater proportion of 
cases falling into the mental retardation 
category. 

As mentioned previously a second pur- 
pose of this study was to ascertain whether 
significant relationships occurred between 
the presenting symptoms and the specific 
demographic variables studied. The data 
were analyzed in the form of a series of 
contingency tables—symptoms distributed 
within each of the descriptive categories 
taken individually. 
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TABLE 5 


DISTRIBUTION OF PRESENTING SYMPTOMS IN 
PERCENTAGES OF HARTFORD AiwwD BUFFALO 
POPULATIONS 
Symptom Hartford Buffalo 
Aggressive 35 
Nonaggressive 28 
Somatic complaints 9 
Mentally retarded 14 
Mixed 10 
Unknown 1 


Total 100 


Considering the symptom breakdown by 
sex, it was found that girls in the Hartford 
clinic sample had somatic complaints to a 
significantly greater degree than boys, 
though it is to be noted that this particular 
type of symptom occurred in a relatively 
small number of the total cases. Only 4% 
of the boys presented this symptom com- 
pared with 19% of the girls with this com- 
plaint. There were no other symptoms 
which were substantially more character- 
istic of one sex than the other. 

When the presenting symptoms are dis- 
tributed by race, the non-whites have a 
significantly higher incidence of difficulties 
in the aggressive category. The figures were 
70% and 37% aggressive symptoms for the 
non-whites and white groups respectively. 
There were no meaningful relationships in 
other symptom categories. 

With respect to the symptoms by occu- 
pation distribution, non-aggressive present- 
ing complaints characterized the upper 
three occupational grouping while symp- 
tomatic aggressive behavior was associated 
with the three lower occupational classifica- 
tions. For the aggressive symptom category 
the average of the upper three occupations 
was 27% occurrence in contrast to 47% for 
the lower three classifications. It is worth 
pointing out that there is a gradual rise in 
the incidence of reported aggressive symp- 
toms as one proceeds down the list of occu- 
pational titles, with the extremes being 9% 
for the professional technical group and 55% 
for the unskilled workers. The incidences 
for non-aggressive presenting symptoma- 
tology run in a reverse direction, but not 
quite as consistently, with the upper three 
occupational classes averaging 34% and the 
lower groups 18%. The other types of symp- 


toms did not show any particular kind of 
ordering with occupation. 

An appraisal of symptoms by religious 
affiliation and then by number of children 
in the family demonstrated no significant 
associations. This suggests that the kinds 
of symptoms reported in the present popu- 
lation are grossly independent of these fac- 
tors. 


Discussion 


The disparities between the findings of 
the present study and those of the previous 
investigation lend convincing support to 
the notion advanced by Roach, Gurrslin and 
Hunt that meaningful evaluation of social- 
psychological factors in the utilization of 
mental health facilities must subsume a 
number of separate samples from different 
agencies in varied locations. The dangers 
inherent in extending the findings of a single 
agency are immediately apparent in the 
comparison of the Hartford and Buffalo 
clinics. 

Roach, Gurrslin and Hunt concluded that 
the population serviced by the Buffalo clinic 
could be characterized as “middle class.” 
One immediate conclusion from the present 
findings as compared with the Buffalo clinic 
might be that the Hartford facility served 
a wider segment of the population, in the 
sense that no one class of patient seemed to 
predominate. The underrepresentation of 
Catholics and overrepresentation of Jews 
and Protestants deviated less from the popu- 
lation figures than had been the case in the 
other clinic. Non-whites were present in the 
Hartford clinic case load in proportion to 
the general population and the only occu- 
pational classification out of line with ex- 
pectation was the semi-skilled group. The 
disproportionately large number of males 
served is a finding which is probably true of 
almost all the clinics throughout the country 
and may reflect a relationship between the 
tendency for parents to be most concerned 
about aggressive symptomatology and the 
inherently more aggressive role that is 
typically fostered in the male. The reason 
for the significantly small number of only 
children brought to the Clinic is not im- 
mediately apparent. It could conceivably 
result from the generally greater financial 
resources available for treatment in families 
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with one child, and their consequent pref- 
erence for private therapy. 

In endeavoring to interpret the associa- 
tions between demographic variables and 
symptoms, the occupational background 
findings suggest that the professional and 
white collar group with their better educa- 
tion and greater psychological sophistication 
are apt to be more alert to the occurrence 
and seriousness of withdrawal symptoma- 
tology which might pass unnoticed or be 
considered unimportant by the lower mid- 
dle class or working group. It might also 
reflect that the type of home environment 
and value system of families at the upper 
economic levels could contribute to a partial 
inhibition of destructive, acting out be- 
havior in the children and a commensurate- 
ly greater prevalence of seclusive symp- 
tomatology. The significant association 


between race and aggressive symptoms 
could be taken to mean that the non-white 
population as a result of long exposure to 
discrimination and prejudice is sensitized to 
having their children show any aggressive 
behavior. That is, that which might be taken 


as normal aggressive behavior in a white 


child is considered deviant in a non-white 
child since it will likely cause him difficulty 
in adjusting to his low status in our society. 
It could be hypothesized, therefore, that 
non-white families would be prompted to 
bring children with an aggressive symptom 
picture to the clinic comparatively more 
readily than white families. 


SUMMARY 


The study undertook to evaluate the 
kinds of family utilizing the services of the 


FRANK G. BUCKNAM, AND MARVIN REZNIKOFF _ 33 


Children’s Clinic of the Institute of Living. 
In line with the previous investigation of 
Roach, Gurrslin and Hunt, 5 demographic 
factors were examined in 239 clinic patients. 
These were (a) sex of child, (b) family 
size, (c) occupation of major wage earner, 
(d) race and (e) religion. In addition, an 
effort was made to categorize presenting 
symptoms. The distribution of each of these 
descriptive characteristics in the clinic pop- 
ulation was compared with census figures 
for the general population of the Greater 
Hartford area. The pattern of presenting 
symptoms found in the Hartford Clinic was 
contrasted with the results of the previous 
study. An effort was also made to determine 
whether these factors and the various kinds 
of presenting complaints were related in 
any way. It was found that the Hartford 
Clinic group did not always conform to 
general population expectation, particularly 
with respect to composition by sex, and 
number of children in the family and also 
differed from the Buffalo clinic. Statistically 
significant associations were obtained be- 
tween occupational level and race and the 
symptom categories subsuming acting out 
and social withdrawal types of behavior. 
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A CHILDREN’S UNIT IN A STATE HOSPITAL 
N. E. STRATAS, M.D.,! anv K. T. SCHMIDT, M.D.? 


Beginning with work with mental de- 
fectives and, in courts, with “juvenile delin- 
quents,” the history of child psychiatry has 
moved through child guidance clinics and 
more recently to specialized children’s 
residential units. However, a large portion 
of children’s work remains in the sphere of 
the state mental hospital, especially in 
states where there are no other large in- 
patient treatment centers. This article de- 
scribes a unit set up in a state mental hos- 
pital, for patients under the age of 18. 

Originally at Eastern State Hospital, 
children were placed on adult wards with 
no effort to group them ; however, about 
4 years ago it was decided to group all 
boys and all girls under 18 in 2 separate 
wards. At first these wards were in separate 
buildings and were taken care of by a 
doctor who was also assigned other wards. 
There was very little extra activity planned 
for the children but enough improvement 
was noted to bring the two groups together 
in one building and to create several 
activities. Recently a more intensive pro- 
gram with a substantial staff has been 
directed at the unit with gratifying results. 

Although objections have been raised in 
the past to locating a children’s unit at a 
state’ hospital because of the supposed 
stigma involved, we find that this problem 
has greatly diminished as the staff, the 
parents, the children, schools and social 
agencies, establish a better relationship. 

Admission to the unit is by the usual 
procedures of admission to a state hospital. 
However, seldom is a child committed as 
mentally ill, but rather, as a 45-day-care 
admission which is changed to voluntary 
status if further hospitalization is necessary. 
As well, the courts send many children for 
evaluation and therapy if necessary. 

Our policies are based on fairly simple 
philosophical and psychological tenets ; 
there is a general attitude of acceptance, 
warmth and understanding. We feel that in 

1 Assistant Chief of Service and in charge of the 
Children’s Unit. 

2 Clinical Director, Eastern State Hospital, Wil- 
liamsburg, Va. 
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view of the child’s experiential world to 
date, he is entitled to be as he is, unhappy, 
and disturbed. At the same time we feel 
that certain limits are necessary as a basic 
frame of reference and a baseline of values. 
The child may not infringe upon the other 
children, the staff or upon the physical 
property. 

Our object is to enable the children to 
return home; to help them to improve 
sufficiently to be placed in as near normal 
a situation as possible, and there to be fol- 
lowed on an outpatient basis by local 
clinics, or privately by psychiatrists or psy- 
chiatrically-oriented general practitioners. 

The unit is under the direction of a 
physician-in-charge with previous psychi- 
atric experience. He does the overall plan- 
ning for the unit, sets policies and outlines 
the schedules. He is almost always available 
to staff members and has weekly meetings, 
with everyone involved in the unit and as 
well, with each department. In this way 


_we attempt to derive a good interdepart- 


mental relationship, alleviate anxiety of 
staff members accruing from their jobs and 
discuss any contrary opinions and pro- 
cedures. The physician-in-charge admits the 
children, examines them physically and 
psychiatrically, orders necessary tests, as- 
signs the children to groups and activities, 
and orders and supervises or conducts 
various forms of therapy. He in turn is 
closely supervised by our consulting child 
psychiatrist. 

The 2 wards (capacity of 27 each) are 
L-shaped with the bedrooms along the 
long part of the L, and a smoking room 
and an alcove with 6 beds in the short part. 
Where these two parts meet there is a 
day-room, with lounging chairs, television, 
radio and record player. Centrally, the two 
wards merge into an area that contains the 
doctor’s office, the nursing office, the treat- 
ment and examining room, the psycholo- 
gist’s office and the school rooms. In the 
basement are the recreation room and the 
occupational therapy shop. 

Behind the building is an enclosed court 
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yard with facilities for outside games. In 
front is a large lawn area for basketball and 
baseball. To the right of the building is 
a woods with a small stream which is easily 
accessible. 

The intellectual range of the children is 
usually average, with a substantial number 
at both extremes of the scale; their diag- 
noses vary from the mildest adjustment or 
behavior problems to very severe psychotic 
problems. The patients we receive are 
primarily mentally ill but multiple problems 
are involved: deficiency, organicity, per- 
sonality disturbance, etc. 

The children are divided into 4 groups, 
according to age and achievement levels, 
and participate in the program as groups, 
while at the same time attention is given 
to individuals in each group, for which a 
basic program is scheduled. The programs 
are fairly structuralized but pliable enough 
to allow for group and individual variation 
as needed. The program is set up so that 
therapy, school, and activities are incor- 
porated. There are regular group therapy 
sessions for each group as well as individual 
therapy, play therapy, supportive therapy, 
superficial and deeper psychotherapy and 
hypnotherapy. The psychology department 
is actively involved in the therapy program 
under the direction of and assisting the 
physician. 

One of the psychologists works full time 
in the unit administering tests as well as 
assisting in therapy. Each child that comes 
into the unit receives a thorough psy- 
chological evaluation, which assists in mak- 
ing diagnoses and in directing therapy. 

The nursing personnel are very important 
members of the unit, both physically and 
therapeutically. The attendants are both 
male and female and very commonly find 
themselves in the roles of parental figures. 

There are 3 full-time and 3 part-time 
professional teachers. The groups are small 
enough, 6 to 9 in each, to permit indi- 
vidualized attention and teaching. The 
school is designed to help develop creative 
patterns of behavior, to stimulate interest 
in learning and where indicated to main- 
tain scholastic achievement sufficient to 
allow the child to return to his own grade 
when he is released. 

The school also conducts educational 


trips, a school newspaper written and edited 
by the students, weekly dances, and regular 
bus and station wagon rides. 

The occupational therapy projects are 
aimed at motivating an interest toward 
activity, or offering the aggressive children 
a release in a socially acceptable fashion. 
The O. T. department could be of even 
greater value by including pre-vocational 
training, particularly for children who will 
not continue schooling after leaving the 
hospital. This department also sponsors 
roller-skating, swimming and bowling in the 
community facilities and softball, movies, 
etc., on the hospital grounds. There is 
also an active music therapy division. 

Insofar as management is concerned, we 
find that the permissiveness within limita- 
tions of a group structure, common to every- 
day living is very satisfactory. Problems are 
usually handled by restriction of activities 
or deprivation of privileges. Acute situa- 
tions, as when a child becomes recalcitrant 
or harmful to others, have to be handled 
immediately and at times in a forceful 
manner. Then it may become necessary to 
remove a child bodily to his room. When 
a child begins to feel that he will overstep 
the simple limits or become quite upset, he 
is encouraged to go to his room until he 
feels ready to rejoin the group. Further- 
more, immediate attention is given the 
child in such situations in the form of what 
we call psychiatric “first aid.” We attempt 
to make it clear that discipline is not 
associated with rejection, and contact with 
the staff continues even when activities 
are restricted. 

Although the wards are closed wards, 
unsupervised outside privileges are given to 
as many of the children as possible, and 
this has the effect of creating an open ward 
atmosphere. Since the establishment of a 
stepped-up program of outside privileges, 
carefully administered, there have been no 
attempts to leave without permission, 
whereas these were occasional occurrences 
previously. 

Further in management we are greatly 
aided by a form of self-government. Two 
boys elected by the boys and 2 girls by the 
girls act as a council which meets with the 
physician once a week. Here, matters of a 
non-medical nature which involve the chil- 
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dren are discussed, and very often sug- 
gestions they make are adopted. Many 
times disciplinary measures are submitted 
by this group which are quite in proportion 
to the misdeed and so a form of self- 
discipline is encouraged. 

The children freely correspond with 
friends and relatives and are visited fre- 
quently. The parents or foster parents 
meet with the physician about twice each 
month when they are allowed to ventilate 
and an attempt is made to give them some 
insight into the situation as a whole. At 
present, plans are being formulated to 


bring the parents together in group therapy 
sessions. 
SUMMARY 


We have attempted here to describe a 
children’s unit as it is in operation. We hope 
we have made it apparent that, although 
many arguments can be found against 
establishing children’s units at mental] hos- 
pitals, still while we continue to have 
children admitted to these hospitals, by 
grouping them and using facilities already 
present, with effective organization and 
management, basic present needs can be 
fairly well satisfied. 
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CASTE AND MENTAL HOSPITAL ADMISSIONS 
IN MYSORE STATE, INDIA 


UMA SREENIVASAN, M.B.,! anv J. HOENIG, M.D.? 


In India the caste system has always at- 
tracted the attention of observers. Caste is 
an exclusively Indian phenomenon, which 
provides every member of the caste with a 
system that controls his behaviour and his 
professiv.u, his marriage and his friends and 
his birth and death rites. Several studies 
have been made of the relationship between 
psychiatric illness and caste, but few have 
been based on systematic research. 

This paper gives an ‘analysis of certain 
factors extracted from the case records of 
all the admissions to the Mental Hospital, 
Bangalore, Mysore State, in 1953.5 The in- 
fluence of some other of these factors on 
admission rates has been considered else- 
where(1). In this report, a feature of spe- 
cia] interest, namely caste, is considered in 
detail. 


CASTE 


Caste is not found outside of India, 
though social institutions analogous to caste 
have been described elsewhere in the world. 
One example is the development of plural 
societies, which come about through the 
conquest of one people by another of dif- 
ferent race, producing a class of half-breeds 
with the passage of time, while the con- 
queror, conquered and half-breeds remain 
as three segregated classes. Other examples 
are economic and occupational institutions 
such as hereditary serfdom, aristocracies, 
social stratification according to wealth and 
so on. In fact the resemblance between 
caste and such analogous institutions is 
slight. 

The English word caste is derived from 
the Portuguese word casta, meaning breed, 

1 Alder Hey Childrens Hospital, Liverpool, formerly 
Hon. Research Assistant, All India Institute of Mental 
Health, Bangalore, India. 

2 Senior Lecturer, Manchester University, formerly 
Visiting Professor, All India Institute of Mental 
Health, Bangalore, India. 

3 Our thanks are due to Professor M. V. Govinda 
Swamy, Director of the All India Institute of Mental 
Health, for his invaluable help. We also wish to thank 
Shri Gopinath and also Male Nurse Shri Ramaya for 
their most valuable assistance. 


race or kind. It is easier to describe the 
features of a caste than to define it and 
most authorities would agree with the fol- 
lowing description : A caste is a social unit 
in a system of segmental divisions of society. 
Birth determines a person’s caste for life 
unless he be expelled from it for violation 
of caste rules. There is hierarchical gradua- 
tion of castes, with the Brahmins at the top 
and the “degraded” untouchables at the 
bottom ; the intermediate castes dispute 
among themselves as to their status in the 
hierarchy. Members of a caste cannot marry 
outside it. There are similar, though less 
rigid, restrictions on eating, drinking and 
social intercourse, with minute rules as to 
what sort of food and drink can be accepted 
and from what castes and what physical 
distance should be maintained between 
people of different castes. There is segrega- 
tion of castes within the villages which goes 
hand in hand with civil and religious re- 
strictive rules and privileges for different 
sections. There are fixed occupations for 
many castes. Although no one can change 
his or her caste during life, salvation is 
hoped for in the form of rebirth in a higher 
caste. The whole system turns on the pres- 
tige of the Brahmin; his presence “sancti- 
fies” while the presence of the untouchable 
“pollutes.” 

Matters are, however, very much more 
complicated than would appear from this 
simple description. The statement that there 
are 4 castes in India: Brahmins ( priests), 
Kshatriyas (warriors, kings), Vysias (mer- 
chants, traders) and Sudras (farmers, 
workers ) is a gross over-simplification. Hut- 
ton(3) has pointed out that the stability of 
the caste system has been reinforced by the 
multiple and diverse origins of the people 
who compose it. It is believed that there are 
about 3,000 different castes and sub-castes 
in India while the census lists 57 main castes 
in Mysore State alone. Invasion, migration, 
race, colour, language and occupation have 
all played a part in originating the various 
sub-castes. 

Castes and sub-castes mostly conform to 
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the description given above, but some sub- 
castes are strictly exogamous. Again, two 
people of the same caste, who belong to 
different linguistic groups, usually cannot 
marry and may even observe taboos on 
eating and physical contact. Although the 
caste system has religious sanction from the 
priesthood only in Hinduism, the caste sys- 
tem affects members of other religious 
groups. Muslims, for example, who do not 
recognise the validity of the caste system 
often observe its taboos in practice; con- 
verts to Christianity, even in later genera- 
tions, often retain their original caste for 
purposes of marriage. In Cochin the Jewish 
community is :egregated into “White,” 
“Brown” and “Bl:ck” Jews. The White Jews 
claim to be the “pure” descendants of 
migrants in the second century and regard 
the others as descendants of renegades 
by marriage or of converts and forbid 
them entry into their synagogue. Other 
taboos similar to caste taboos exist between 
these Jewish communities. 

Complications are provided by exceptions 
to almost every rule ; by occasional transi- 
tion from one caste to another, by religious 
sanction for hypergamy between sub-castes, 
etc. In addition, representations to the au- 
thorities by some communities to have their 
status stepped up in the official records, 
have been occasionally successful. For in- 
stance, the Viswakarma (fishermen com- 
munity in Mysore State) requested the 
Census Office that they should be counted 
among the Brahmins. 

The large number of “untouchables” are 
now Officially called “scheduled” or “de- 
pressed” castes, and form 15-25% of the 
population in different parts of India. The 
ideas of untouchability and unapproach- 
ability appear to have been first applied to 
the aboriginal tribes and later extended to 
other groups because of the theoretical im- 
purity of certain occupations, such as scav- 
enging, washing, fishing, etc.(4). The num- 
bers have been added to by people who 
were expelled from a caste. A person may 
be out-casted for violating particular caste 
rules or the ethical code of religion. Thus 
adultery in a Nambudari (Kerala Brahmin ) 
woman was punished by outcasting ; killing 
a cow for most castes results in the same 
procedure ; marriage between members of 
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exogamous communities resuits in the high- 
er caste, and often the lower caste as well, 
disowning the couple, and formerly a Brah- 
min who failed to arrange his daughter’s 
wedding before she attained puberty was 
outcasted. Even among the “scheduled” 
castes there is a hierarchy based on occupa- 
tion. 

There are also many splinter religions and 
sects which have usually originated from 
zealous reformers of the Caste System. In 
the course of time these have become very 
much like new castes of their own. Exam- 
ples are the Lingayat Community in Mysore 
State and more recently, the Arya Samajists. 

It is worth mentioning certain aspects of 
the Caste System which are of particular 
interest and value from the point of view 
of psychiatric research. Prior to the invasion 
of India by the Aryans in 1,500 B.C., the 
matrilineal system is believed to have been 
widely prevalent. This system is still ac- 
cepted in Kerala and the customs associated 
with it survive to varying degrees all over 
South India. The influence on marriage cus- 
toms is most pertinent. Among many castes 
in South India it is the prerogative of a 
man to marry his sister’s daughter. This 
would be regarded as incest in North India. 
In Mysore State, the Vokaligas and Linga- 
yats, who form the major part of the popu- 
lation, favour uncle-niece marriage. The 
Brahmins regard it as unethical theoretical- 
ly, but often practise it. In regard to cousin 
marriages restrictions vary according to 
caste and locality. Only cousin marriages 
between the children of a brother and sister 
are allowed. Marriage between the children 
of two brothers or two sisters is strictly 
forbidden to all Hindus. Cousin marriage 
is often the choice in South India, where 
again the practice is now quite common 
among Brahmins, the older of whom con- 
sider it an undesirable lapse. 

In other parts of India the rules of con- 
sanguinity prohibit marriage when there is 
a common ancestor within the memory of 
either parent. Rare exceptions to all these 
rules are to be seen, such as social sanction 
to marry a half-sibling or to marry a grand- 
child. The practice of polyandry also oc- 
curs. Such practices have been made illegal 
since India has attained independence and 
are becoming increasingly rare. Polygamy 
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was legal until recently and is still prac- 
tised. Legal sanction for divorce is even 
more recent, although forms of divorce have 
been present among certain castes for many 
years. It will be seen that there is a rich 
field here, not only for further studies of 
psychiatric disorders, but for more precise 
investigations into the cultural factors al- 
leged to contribute to. psychiatric break- 
down. The immense variety of different 
social structures within a given geographi- 
cal area offer an opportunity for compara- 
tive studies of incidence, prevalence and 
interaction with social factors not easily 
paralleled elsewhere. 


THE HOSPITAL 


This 300-bed mental hospital, which con- 
tains up to 550 patients, stands in a pleasant 
garden on the outskirts of the city of Banga- 
lore. There is strict segregation of the sexes 
in all the activities of the patients, as custom 
demands. The hospital is the only inpatient 
unit for psychiatric patients for the whole 
of Mysore State * with 9,079,972 inhabitants 
covering an area of 29,489 square miles. 
Distances are enormous and transport fa- 
cilities poor, so that the hospital renders 
more service to the nearer areas. Acutely 
disturbed patients, in fetters, often travel to 
the hospital in turn by bullock carts, horse 
carts, on foot and by bus for many miles. 

As a teaching institution the hospital en- 
joys an excellent reputation, and patients 
come from every part of India. In 1953 the 
hospital admitted a total of 948 patients of 
whom 137 were from outside Mysore State. 
We are concerned here only with the 811 
patients admitted from Mysore State. 


METHOD 


We have used the official hospital case 
records for obtaining information about the 
patients. Information about the State of 
Mysore was taken partly from the Official 
Census of 1951 and partly from an interim 
census conducted in 1946. This became 
necessary because the Indian Government 
in 1951 discontinued the practice of previ- 
ous censuses to break down population 
figures according to caste. Our figures on 
caste, therefor, were obtained from the 


4 Before reorganisation of the States in 1957. 
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1946 census. In any case there is no reason 
to believe that the figures for 1953 would 
be materially different. 

Of the 811 patients under consideration, 
60% were men and 40% women. The first- 
admission rate was 7 per 100,000 of the 
population. The figures are very different 
from those obtained, for example, in Eng- 
land, and Wales where they are 97 per 
100,000 population. The possible explana- 
tions for such differences and certain other 
factors, have been discussed elsewhere(2). 


RESULTS AND DISCUSSION 


The complexities of the caste system as 
outlined impose limitations on any conclu- 
sions which may be drawn from the in- 
formation in the case records. Nevertheless 
the available figures are interesting. 

Figure 1 shows the percentage of the 
main religious communities and castes in 
the general population and their admission 
rates. The Hindus who form 74% of the 
population, have the lowest admission rate. 
The differences in admission rates of the 
castes are striking. The Vaisyas are leading 
with 55 per 100,000 of the population, the 
Prahmins with 42 per 100,000 follow close, 
while the Kshatriyas with 15 per 100,000 
while still well above the average for the 
Hindus, show a considerable drop. These 3 
castes, in all, provide only 7-8% of the popu- 
lation. The Sudras and scheduled castes, on 
the other hand, form the greater part of 
the total Hindu community, but their con- 
tribution to the mental hospital admission 
rate is insignificant. 

After the Vaisya and Brahmin castes, the 
Indian Christian community, although only 
1% of the population, has the third highest 
admission rate with 31 admissions per 100,- 
000 of the population. The other two mi-— 
nority communities, Muslims and _ Jains, 
have admission rates of 13 and 12 respec- 
tively. Jainism is an offshoot of Hinduism 
and originated in the 5th century B.C. at 
about the same time as Buddhism. In My- 
sore State the followers of this religion form 
1.5% of the population. Most Jains live in 
other parts of India. 

These figures have probably not much 
bearing on the actual incidence of mental 
illness in the respective communities. It 
would be interesting therefore to know why 
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FIGURE 1 


GRAPH SHOWING THE RELATIVE SIZE OF THE COMMUNITIES, 
AND THE ADMISSION RATE FOR EACH COMMUNITY. 
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the admission rates are so varied. Informa- 
tion on factors which might be presumed 
to influence admission figures was not avail- 
able in the case records in any degree of 
precision. We therefore had recourse to the 
official census of 1946 for figures on aspects 
of the castes and communities which might 
throw light on the admission figures. Two 
factors are presented here which appear to 
be relevant. These are the distribution of 
literacy and the percentage of population 
in the different communities living in cities. 

Literacy was briefly defined in the census 
as “a person’s ability to read and write a 
letter” and assessed as such among the 
population, with reference to caste and 
community. No enquiry on this score had 
been made among the patients admitted to 
the hospital. 

Figure 2 shows that some correlation ex- 
ists between literacy and admission rate of 
each community. A higher percentage of 
literates in the community appears to be 
associated with a higher admission rate, but 
there are slight discrepancies. Thus the 
Vaisyas, with an admission rate of 55 per 
100,000 of the population, should have the 
highest rate of literacy, but in fact, they 
have a lower rate of literacy (44%) than the 


Brahmins (58%). The Brahmins have an 
admission rate of 42 per 100,000 in the 
population, and the highest percentage of 
literates among all the communities (58%). 
The Sudras with 11% literates and the de- 
pressed castes with 4% literates show the 
same discrepancy with regard to admission 
rates, but the figures are very small. The 
Indian Christian community with 36% liter- 
acy have appropriately the third highest ad- 
mission rate. Between the three moie 
literate communities on the one hand and 
the largely illiterate communities of Sudras 
and depressed castes on the other, the 
Kshatriyas, Jains and Muslims more or less 
conform to the pattern. 

Figure 3 shows the percentage of literates 
in the different communities as they vary 
between the three cities and the rest of 
Mysore State. Three cities with 19.3% of the 
total population contributed 48.7% of total 
new admissions to the Mental Hospital in 
1953. For the whole of Mysore State the 
literacy rate is 35% in the cities and 11% in 
the districts. Brahmins have a literacy rate 
of 69% in the cities and 55% in the districts. 
With these figures they have the highest 
literacy rate in Mysore State. Owing to non- 
specification in the census on this matter, 
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FIGURE 2 
GRAPH SHOWING THE DEGREE OF LITERACY AND THE INCIDENCE 
OF ADMISSIONS IN VARIOUS COMMUNITIES. 
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FIGURE 3 
GRAPH SHOWING LITERACY PER 100 POPULATION IN EACH COMMUNITY. 
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we have unfortunately been forced to give 
the figures for Vaishyas, Kshatriyas and 
Sudras as one group i.e. “other Hindus.” 
The Jains show a strikingly high literacy 
rate in the cities with 59%, the rate for the 
districts being only 26%. Two other groups 
show a similarly marked difference between 
literacy rates in cities and districts: the 
depressed classes with 14% and 2% respec- 
tively, and the group “other Hindus” with 
30% and 10% in cities and districts respec- 
tively. 


TABLE 1 


Admission 
Rate per 
100,000 Pop- 
Admissions| ulation 
Cities 181 26.8 

Districts 194 3.1 
Cities 70 92.5 
Districts 35 16.5 
Cities 15 14.3 
Districts 61 4.6 


No. of 


Community | Residence 


All Hindus 


Brahmins 


Vokaligas 
(Largest 
Sudra 
Caste ) 

Adikarnata-| Cities ‘ 6.7 

kas Districts 
(Largest 
scheduled 


caste ) 
Muslims 


Cities 18 
Districts 22 
Cities 15 
Districts 2 


Indian 
Christians 


In Table 1,the admissions to the mental 
hospital from the 3 cities together are com- 
pared with those from the districts, showing 
the communities separately. As the census 
reports unfortunately do not give the rele- 
vant figures for all castes, only certain com- 
munities can be shown in this table. The 
table includes only those admissions to the 
hospital who were voluntary or certified. 
Cases admitted for observation had to be 
excluded as the address entered on the case 
records is usually that of the referring law 
court instead of the domicile of the patient. 

All the communities showr in Table 1 
have a much higher rate of admission from 
the cities than from the rest of Mysore 
State, although, as stated before, only 19.3% 
of the population is accounted for by the 
cities. The figure for ali Hindu admissions 


from the cities is 9 times higher in compari- 
son to the admission rate from the districts. 
The same is true of the Adikarnatakas who 
are the largest subdivision among the de- 
pressed or scheduled castes. The Brahmins 
follow next with an admission rate 6 times 
higher from the cities. The Vokaligas, a 
peasant community form the major sub- 
caste of the Sudras. They and the Christians 
have each an admission rate 4 times higher 
in the cities. Muslims are only twice as 
frequently admitted from the cities. The 


“figures for Christians are not really applica- 


ble as Europeans and Anglo-Indians are 
also included in the population figures. 
These 2 groups tend to live almost exclu- 
sively in the large cities. A greater dis- 
crepancy between the admission rates for 
city and district areas seems to be present 
among those communities in which a very 
small minority live in city areas, though this 
is not entirely borne out when one compares 
the penulation figures for the Vokaligas 
and Brahmins. Inaccuracies in reporting in 
the case records may account for this. Un- 
fortunately, figures for the number of Vais- 
yas resident in cities as distinct from dis- 
tricts were not available. They form a small 
community of traders and merchants and 
it is possible that the proportion of Vaisyas 
living in cities would be high. 

A few conclusions may perhaps be drawn 
from these figures. The minority castes and 
communities have a higher rate of admis- 
sion to the mental hospital in Mysore State 
than the majority castes. Literacy and resi- 
dence in cities would seem to be factors 
which correlate with these higher admission 
rates. One can only hazard a guess why this 
should be so. Considering the difficulties in 
transport, facilities for admission are much 
better in cities. Both residence in cities and 
literacy would enable individuals to be 
more familiar with the hospital services 
available. As a result, confidence in hospi- 
tals and willingness to use these facilities 
are usually greater in the city dweller. The 
figures are inviting for more far reaching 
speculative explanations. But we feel that 
without further more detailed research such 
explanations cannot really be held with any 
confidence. It is perhaps interesting to com- 
pare the situation with that reflected by re- 
cent Western studies, where the higher ad- 
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mission rates correlate with the larger, less 
educated and less skilled classes, and urban 
rates tend to be higher than rural. 


CONCLUSION 


We are mainly concerned in this paper 
to highlight the potentialities and necessity 
for further research in psychiatry in India. 
Indisputably the caste system exerts a pro- 
found influence on every aspect of life in 
that country. Certain castes, notably the 
Brahmins and Vysias show a higher admis- 
sion rate to the mental hospital than others, 
but further research would be required be- 
fore one could account for this with con{- 
dence. It would also be interesting to know 
what is the actual incidence of mental ill- 
ness in the different communities. Does a 
higher admission rate from the cities signify 
a higher incidence of mental illness result- 
ing in some way from urbanisation and in- 
eustrialisation or does it merely reflect the 
social factor of availability of care ? From 
our experience of villages near Bangalore 
City it would appear that there are a great 
many people in rural areas with fairly 
severe forms of mental illness who have 
never been near a mental hospital. 

Opinion to date is still divided on the 
extent to which heredity and environment 
influence the development of mental illness. 
In this respect the state of affairs in Mysore 
State should prove a most fruitful source of 
research. Various forms of inbreeding for 
generations are present, along with forms of 
strict exogamy. In addition, the segregation 
of castes and the variety of cultural factors 
seem to present us with an experimental 
situation already in existence. 


SUMMARY 


A brief outline is given of some features 
of the Indian caste system which may be of 
interest to social psychiatry. The case rec- 
ords of the mental hospital in Bangalore 
have been analysed in relation to caste of 
the patient and the results correlated with 
certain caste data in the Census reports of 
Mysore State. It was found that certain 
castes or communities like the Vysias, Brah- 
mins and Indian Christians show a higher 
admission rate than other castes. It was also 
found that the cities of the state show a 
higher admission rate than the rural areas. 
The castes and communities which show 
high admission rates show a higher degree 
of literacy. Within each caste or community 
literacy is also higher in the cities than in 
the rural areas. 

The general situation in India offers great 
opportunities for fruitful research in social 
psychiatry. 

The significance of these facts and their 
relation to the true incidence of mental ill- 
ness awaits further research, both genetic 
and environmental, for which the caste 
structure of India offers great opportunities. 
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A PSYCHIATRIC CENSUS OF THE SOUTH PACIFIC 


ERIC BERNE, M.D.! 


The following figures include the impor- 
- tant political divisions of what is commonly 
known as the South Pacific. They comprise 
the area lying between the Equator and 30 
deg. S. latitude, and 135 deg. E. to 130 deg. 
W. longitude, which takes in with a few 
minor exceptions, the whole of Melanesia 
and southern Polynesia. The Gilbert and 
Ellice Islands are not included because 
anthropologically they belong to the more 
northern Micronesians. 

The figures for New Zealand and Tas- 
mania, which lie a little farther to the 
South, are appended for reference. The 
figures refer to conditions as of June 1, 
1958. Those for “Patients” refer to psychi- 
atric patients only. Those for “Population 
Served” are supplied by the local Medical 
Officers and do not necessarily correspond 
to the official census figures. 


DISCUSSION 


1. Prevalence. Table 1 tends to indicate 
that the apparent prevalence of psychiatric 
disorders is a direct function of the facili- 
ties offered for diagnosis and treatment, a 
principle which the writer has previously 
enunciated(1). 

First, as to diagnosis, the apparent preva- 


1 Box 2111, Carmel, Calif. 


lence bears a rather direct relationship to 
the number of practitioners with medical 
training in each area. For example, in the 
British Solomon Islands, where there were 
5 medical officers and 15 assistant medical 
officers(2) for a “Population served” of 
112,000 (1/5600), the apparent prevalence 
of psychiatric disorders was 1/16000. In 
Papua-New Guinea, where there were 91 
medical officers(2) and approximately 1,400 
assistant medical officers (1/1220), the 
apparent prevalence was 1/3050. Thus in 
the area where there were about 5 times as 
many practitioners, the apparent prevalence 
was about 5 times as high. These ratios do 
not form a linear series throughout the 
area, but the tendency is sufficiently well 
marked to be impressive. Western Samoa 
falls about midway, with 4 M.O. and 40 
A.M.O. for 100,000 people (1/2270) and 
an apparent prevalence of 1/8333. 
Secondly, as to treatment, those areas 
which have special hospital facilities for 
psychiatric patients (excluding New Zea- 
land and Tasmania) have an aggregate 
population served of 2,827,000 (A, B, C, 
D, F, J, K) and an aggregate estimated 
patient census of at least 1,410, yielding an 
apparent prevalence ratio of about 1/2000. 
Those areas which have no such facilities 
(E, G, H, 1) have an aggregate population 


TABLE 1 
APPARENT PREVALENCE IN U. S. A. 1/200-250 


Patients 
in Hospitals 

Dutch New Guinea 45 
Papua-New Guinea 26 
British Solomons 
. New Caledonia 
New Hebrides 
Fiji Islands 
Tonga 
. Western Samoa 

American Samoa 

Cook Islands 

French Oceania 

New Zealand 
. Tasmania 


44 


Estimated Population Apparent 
Patient Census Served Prevalence 


350,000 
1,830,000 
112,000 
70,000 
52,000 
375,000 
58,000 
100,000 
21,000 
17,000 
73,000 
2,200,000 
336,500 


1/3900 
1/3050 
1/16000 
1/730 
1/2500 
1/670 
1/1900 
1/8333 
1/3500 
1/3500 
1/1300 
1/205 
1/294 
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served of about 231,000, with an estimated 
patient census of 68, yielding an apparent 
prevalence ratio of about 1/3500, about 
half as much. If New Zealand and Tasmania 
are included with the first group, the ap- 
parent prevalence in the well serviced areas 
rises to 1/396, about 9 times as high as 
the apparent prevalence in the less well 
serviced areas. 

2. Incidence. None of the figures are 
suitable for racial comparisons except those 
of New Zealand. The writer has previously 
attempted to demonstrate that hospital ad- 
mission rates indicate the tendency of vari- 
ous groups to seek hospitalization, rather 
than reflecting incidence(3). With this in 
mind, the first admission rates for Euro- 
peans and Maoris (Polynesians) in New 
Zealand can be compared for the years 
1953-1956(4). The crude figures per 100,- 
000 are 113.9 and 67.3 respectively. If these 
figures are adjusted by excluding senile, 
presenile, and arteriosclerotic psychoses, as 
suggested by the Medical Statistics Branch 
of the Department of Health in Wellington, 
in order to compensate for the relative 
preponderance of older people in the Euro- 


pean population, they are reduced to 85.5 
and 60.3 respectively. The first-admission 


rate of endogenous psychoses (schizo- 
phrenia and manic-depressive psychoses) 
are 37.6 for Europeans and 34.9 for Maoris. 


EXPLANATORY NOTES 


Dutch New Guinea: There is a mental 
hospital at Hollandia with 29 patients, and 
an estimated 16 admissions per year. In 
1957 there were 61 psychiatric patients 
admitted to general hospitals. The esti- 
mated psychiatric census would be at least 
90, excluding cretinism due to dietary de- 
ficiency in the unexplored mountain area 
(5). 

Papua-New Guinea: This territory con- 
tains some of the last remaining unexplored 
and most primitive regions in the South 
Pacific. There is a mental hospital near 
Port Moresby with 26 patients(6). The 
estimated psychiatric census of the area is 
600(7). The following is an example of 
the difficulties and errors which arise in 
estimating prevalence from hospital statis- 
tics. 

There were 4 psychiatric patients in the 


General Hospital at Rabaul, New Britain 
(6). One of these was from the village dis- 
trict of Toma. The Assistant District Of- 
ficer at Toma, however, was able to recall 
9 psychotic individuals in his jurisdiction. 

British Solomon Islands : There is a men- 
tal hospital at Kukum, on Guadalcanal, 
near Honiara, with 7 male patients, no 
females. There are about 4 admissions per 
annum. No psychiatric patients are ad- 
mitted to general hospitals except in transit 
to Kukum. No estimate of the psychiatric 
census is available(8). 

New Caledonia: There is no separate 
psychiatric hospital. Patients are admitted 
to a general hospital with a special quarter 
for difficult or dangerous cases. There were 
96 patients, with about 40 admissions per 
year. There are also patients in other gen- 
eral hospitals. Hospitalized patients repre- 
sent only the most acutely disturbed mem- 
bers of the population(9). The figure used 
is the most conservative possible. The evi- 
dence suggests that the prevalence ratio is 
at least double that given, probably more 
than 1/365. 

New Hebrides : There is a “rudimentary” 
mental hospital at Vila, with 4-5 admissions 
per year. Psychiatric admissions to general 
hospitals are rare. “Minor psychoses seem 
much more common in Tanna, where a 
cargo cult persists, than elsewhere”; but 
no figures are available(10). The psychi- 
atric aspects of cargo cults remain to be 
elucidated. 

Fiji Islands: The figures include 172 
patients in hospital, and 200 on leave as of 
June 1, 1958(6, 11). I have added an esti- 
mated 184 sociopaths to these figures, cal- 
culating on ratios derived from a detailed 
analysis of the 1954 figures which has been 
published elsewhere(3). 

Tonga : There is no mental hospital(6), 
but an “asylum” near the main jail in Nuku- 
‘alofa with 6 patients, and about 8 admis- 
sions per year. About 10 patients per year 
(principally hysteria and anxiety neuroses ) 
are admitted to general hospitals(12). 

Western Samoa : Five-six senile patients 
are kept confined (1956)(6). The CMO 
at that time stated that there were other 
psychiatric patients concealed in the vil- 
lages. The figures given in the table, how- 
ever, are derived from information supplied 
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by the present CMO, who also states that 
“only those who become troublesome are 
likely to come to the notice of the health 
authorities” (13). 

American Samoa: There is no mental 
hospital. There are 3 psychiatric patients 
in the general hospital, with an admission 
rate of one or two per year. The census 
estimate is 5-6 psychotics, “perhaps many 
more undetected.” “In evaluating mental 
health statistics from less developed areas 
. . . the figures in general will underesti- 
mate the extent of the problem.” E.g., those 
afflicted with mental! disease are likely to 
go to their own bush doctors rather than 
the white doctors(14). 

Cook Islands: There is a 4-bed mental 
hospital attached, as is common in under- 
developed areas, to the Tuberculosis Sana- 
torium, with “never more” than 2 admis- 
sions per year. There are no psychiatric 
patients in general hospitals(15). 

French Oceania : There is a mental hos- 
pital near the general hospital in Papeete, 
Tahiti, with 12 patients(6). The estimate 
given represents psychiatric cases actually 
diagnosed in 1956, the latest year for which 
firm figures are available(16). Again, the 
indications are that the prevalence ratio 
could safely be doubled. In the opinion of 
the CMO, the Tahitians are a nervous race, 
particularly apt to express their emotional 
difficulties through skin disorders. 

New Zealand: The census figures are 
for 1956, the latest available, and include 
9,848 patients in hospital and 880 absent 
on probation or escape(4). 

Tasmania : These well-organized figures 
include 351 Mental Defectives, 114 of 
whom are living in the community(17). 
The population is almost completely Cau- 
casian, the last full-blooded indigene having 
died in 1876. 

There are some island groups lying with- 
in the delineated area which have not been 
mentioned because they have populations 
of less than 5000(2). These include the 
southern Line Islands, the Phoenix Islands, 
Nauru, Nuie, Norfolk Island, and the 
Tokelaus. The last are administratively in- 
cluded with Western Samoa. 

Thanks are due to all those medical 
officers who gave me their assistance by 
supplying information about their areas, 


and in many cases offered me their personal 
hospitality as well. 


SUMMARY AND CONCLUSIONS 


Figures are offered representing a psy- 
chiatric census of the South Pacific. 

1. The apparent prevalence is in almost 
direct proportion to the ratio of practition- 
ers with medical training in each area. 

2. The apparent prevalence is related to 
the availability of special hospital facilities 
for psychiatric patients. 

3. The apparent incidence (first admis- 
sions) for endogenous psychoses is ap- 
proximately the same for Caucasians and 
Maoris (Polynesians) in New Zealand. 

These findings do not contradict, and 
tend to support, the hypotheses (a) that 
the reservoir of endogenous psychoses (true 
prevalence) maintains a constant ratio re- 
gardless of racial, cultural, geographical, 
and socio-economic conditions; and (b) 
that psychiatric hospital figures are func- 
tions of variables other than true prevalence 
or incidence. 
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MURDER WITHOUT APPARENT MOTIVE : 
A STUDY IN PERSONALITY DISORGANIZATION ' 


JOSEPH SATTEN, M.D., KARL MENNINGER, M.D., 
IRWIN ROSEN, Pu.D., ann MARTIN MAYMAN, Pu.D. ? 


In attempting to assess the criminal re- 
sponsibility of murderers, the law tries to 
divide them (as it does all offenders) into 
two groups, the “sane” and the “insane.” 
The “sane” murderer is thought of as 
acting upon rational motives that can be 
understood, though condemned, and the 
“insane” one, as being driven by irrational 
senseless motives. When rational motives 
are conspicuous (for example, when a man 
kills for personal gain ) or when the irration- 
al motives are accompanied by delusions 
or hallucinations, (for example, a paranoid 
patient who kills his fantasied persecutor ), 
the situation presents little problem to the 
psychiatrist. But murderers who seem ra- 
tional, coherent, and controlled, and yet 
‘whose homicidal acts have a bizarre, ap- 
parently senseless quality, pose a difficult 
problem, if courtroom disagreements and 
contradictory reports about the same of- 
fender are an index(1). 

It is our thesis that the psychopathology 
of such murderers forms at least one specific 
syndrome which we shall describe. In 
general, these individuals are predisposed 
to severe lapses in ego control which makes 
possible the open expression of primitive 
violence, born out of previous, and now un- 
conscious, traumatic experiences. The syn- 
drome of periodic breakdown in control and 
its place in a homeostatic concept of mental 
illness has previously been described by 
two of the authors(6). It is the purpose of 
this paper to illustrate that concept in a 
clinical study of one type of murder. 

The authors examined 4 men convicted 
of bizarre, apparently senseless murders, as 
part of an appeal process. All had been ex- 
amined by psychiatrists prior to their trials, 
and found to be “without psychosis” and 
“sane.” Three of the 4 were under death 
sentence, and one of them was serving a 
long prison term. Further psychiatric in- 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa. Apr. 27- 
May 1, 1959. 

2 The Menninger Foundation, Topeka, Kan. 
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vestigation was requested because someone 
in each of these cases, either the lawyer, a 
relative, or friend, was dissatisfied with the 
psychiatric explanations previously given, 
and asked : “How can a person, as sane as 
this man seems to be, commit an act as 
crazy as the one he was convicted of ?” 


DESCRIPTION OF CASES 


A.—Thomas : A 31-year-old chief petty offi- 
cer in charge of a hospital, while talking casual- 
ly to the 9-year-old daughter of one of his 
superior officers, suddenly grabbed the child, 
choked her, and held her head under water 
long after she was dead. A discontinuity existed 
in Thomas’ mind as to what happened; he 
could not remember the beginning of the as- 
sault, but “suddenly discovered” himself 
strangling his young victim. 

B.—Adams : A 24-year-old corporal looking 
for a prostitute near a French town, was ap- 
proached by a 13-year-old boy who persistently 
asked him to change Army scrip into French 
currency ; when refused, the boy seemed to 
mock or make fun of him, whereupon he 
struck the boy. Adams insisted he had no in- 
tention of killing the victim and did not recall 
the actual killing. When Adams “found out” 
what he was doing, the victim’s body had been 
severely mutilated. 

C.—Mason : A 20-year-old laborer and truck 
driver, frightened and angry following an 
argument with a friend, picked up a 14-year- 
old boy to whom he suggested homosexual 
relations. The boy refused, and kept “nagging” 
Mason to take him back home. Mason struck 
the boy, and began choking him. He said he 
didn’t intend to kill the boy, but “found” the 
victim was dead. 

D.—Elliot: A 43-year-old married Negro 
soldier lapsed into a dreamlike dissociative 
state under the taunting and mocking of a 
prostitute attempting to seduce him and get 
his money. He struck her with a tire jack, killed 
her, and then mutilated and dismembered her 
body. 


For the most part, the murderers them- 
selves were puzzled as to why they killed 
their victims. Attempts to reconstruct a 
rational motive were uasuccessful. In each 
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case, there was no gain to the murderer by 
killing the victim, nor was there any ac- 
companying crime. The victims were rela- 
tively unknown to the murderers, and the 
method of the murder was haphazard and 
impromptu. In no case did the murderer 
use a conventional weapon, but killed 
either with his bare hands or whatever 
could immediately be pressed into use. In 
all instances, however, the murder was 
unnecessarily violent, and sometimes bi- 
zarre, and there was evidence that the as- 
saults on the bodies continued until long 
after the death of the victims. 

Our study was primarily “cross sectional.” 
It consisted of a careful exploration of the 
patient’s mental functioning in 10 to 12 
hours of clinical interviews and 5 to 6 
hours of psychological testing. A history of 
the patient, as given by himself and others, 
was used in an attempt to understand the 
early roots of the behavior disturbance, 
and its course throughout his life. Physical 
and neurological examinations, including 
EEG’s, were also done. 


HISTORICAL FINDINGS 


The most uniform, and perhaps the most 
significant, historical finding was a long- 
standing, sometimes lifelong, history of 
erratic control over aggressive impulses. For 
example, 3 of the men, throughout their 
lives, had been frequently involved in fights 
which were not ordinarily altercations, and 
which would have become homicidal as- 
saults if not stopped by others. Officers 
who observed one of these men during 
several such attacks reported that it re- 
quired 7 to 10 strong men to restrain him 
until sedatives took effect, for he was able 
to break through strap restraints and re- 
straining jackets. This same man had been 
involved in sadistic attacks on children 
over a period of many years; on’ one 
occasion he nearly drowned a girl in a 
swimming pool; on another occasion he 
was thought to have killed a patient while 
working in a hospital ; and he himself gave 
a history of unnecessarily killing children 
and civilians while on duty in wartime 
Europe. 

Despite the violence in their lives, all of 
the men had ego-images of themselves as 
physically inferior, weak, and inadequate ; 


and the histories revealed in each a severe 
degree of sexual inhibition. To all of them, 
adult women were threatening creatures, 
and in two cases, there was overt sexual 
perversion. All of them, too, had been con- 
cerned throughout their early years about 
being considered “sissies,” physically under- 
sized, or sickly. 

In all 4 cases there was historical evidence 
of periods of altered states of consciousness, 
frequently in connection with the outbursts 
of violence. Two of the men reported severe 
dissociative trance-like states during which 
violent and bizarre behavior was seen, 
while the other two reported less severe, 
and perhaps less well-organized, amnesic 
episodes. During moments of actual vio- 
lence, they often felt separated or isolated 
from themselves, as if they were watching 
someone else. One of them, Thomas, in 
relating the details of the murder said, 
“I knew that I was doing it, but somehow 
it didn’t seem like me. It was as if I was 
watching myself do it.” This feeling that it 
was not he who committed the murder 
enabled him to successfully pass a “lie 
detector” test, at the conclusion of which, 
however, he impulsively confessed. 

Also seen in the historical background of 
all the cases was the occurrence of extreme 
parental violence during childhood, a find- 
ing which has also been reported in studies 
of murderers by Duncan, et al.{2). One 
man said he was “whipped every time I 
turned around.” The theme of open violence 
dominated his early experiences. His earliest 
memory of himself was of almost being 
killed in a cotton gin ; his earliest memories 
of his father were of him coming home 
beaten up, bloody, and with broken ribs. 
Severe corporal punishment was something 
he took for granted as one of the natural 
phenomena of life. Another of the men had 
many violent beatings in order to “break” 
him of his stammering and “fits,” as well 
as to correct him for his allegedly “bad” 
behavior. 

In some of these cases, the violence was 
associated with the sexual behavior of 
grown-ups. One man, Elliot, from his early 
life onward was an observer of much 
drunkenness, fighting, and promiscuity 
among his parental figures, and he was 
frequently drawn into their physical vio- 
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lence. Another reported that, as a child, he 
was frequently kept awake by the drunken 
fighting accompanying the sexual activity 
of a couple next door, whom he could 
observe or hear through the common wall 
separating their bedroom from his. Al- 
though our examination stopped consider- 
ably short of the intensive exploration of 
the unconscious necessary to fullv corsirm 
psychoanalytic hypotheses, ous data permit 
the inference that the murder.;, 
fantasied or actually observed ch” primal 
scene as something overwhelmitie;+ violent 
and sadistic. 

The history relating to extreme vicience, 
whether fantasied, observed in reality, or 
actually experienced by the child, fits in 
with the psychoanalytic hypothesis that 
the child’s exposure to overwhelming stim- 
uli, before he can master them, is closely 
linked to early defects in ego formation and 
later severe disturbances in impulse control. 

In all of these cases, there was evidence 
of severe emotional deprivation in early 
life. This deprivation may have involved 
prolonged or recurrent absence of one or 
both parents ; a chaotic family life in which 
the parents were unknown ; or an outright 
rejection of the child by one or both parents 
with the child being raised by others. Al- 
though the depth of the examinational data 
varied, in some cases it was possible to 
demonstrate links to early and severe oral 
deprivation. For example, Mason had been 
a colicky, crying baby who was suddenly 
weaned in two days at the age of one year 
but remained a feeding problem for several 
years thereafter, during which time he ate 
dirt, gravel, and sand and acted as if he was 
constantly craving food, 

Three of the men had a definite history of 
stuttering in childhood, and under stress, 


_traces of this could be seen in their adult 


functioning. The fourth one, though with- 
out a history of speech disturbances, fre- 
quently found himself inarticulate and 
groping helplessly for verbal expression. 
This finding confirms that of Greenacre(4), 
who correlates early speech difficulties with 
the ego’s failure to develop adequate mech- 
anisms for delaying impulse discharge, or 
for diverting impulses into ideational and 
verbal, rather than motor outlets. 


EXAMINATIONAL DATA 


In addition to the similarity in historical 
findings described above, a number of com- 
mon characteristics emerged in the clinical 
examinations. The data cited below illus- 
trate the total functioning of these men and 
no single item in itself should be taken as 
a diagnostic sign of the personality dis- 
order we are describing. 

The most striking similarity in the exam- 
inational findings was in disturbances of im- 
pulse control. During the examination, a 
pattern of erratic impulsivity was observed : 
their speech could quickly shift from a 
blocked, groping, at times almost aphasic in- 
articulateness to an explosive gushing of 
words ; their bodies would grow stiff with 
tension as they sought to contain the rising 
charge of affect and anxiety that would 
sporadically well up within them. They 
tended to show either extreme over-control 
and inhibition, or marked restlessness and 
hyperkinesis (pacing the room during the 
testing and clinical interviews was not an 
uncommon occurrence ). 

Evidence of this brittle quality of impulse 
control was seen clearly in the psychological 
tests. In general, the test picture for all of 
the men added up to an “all or none” pat- 
tern of functioning. Inhibition of action re- 
quired great amounts of psychic energy 
and lacked flexibility ; once controls began 
to weaken, the men were almost completely 
overwhelmed by affect, morbid fantasy, and 
a proneness to immediate unreflective 
action. The test pictures were uniformly 
consistent with indications of a severe ego 
deficiency which permits impulse to flow 
too directly into action and not be easily 
shunted into thinking or verbalization. 
Details of test responses are described in 
another paper(11). 

Manifestations of a bizarre, violent, and 
primitive fantasy life were seen in each of 
the men we examined. Repetitive dreams 
of violently killing, mutilating, burning, or 
destroying others were seen ; the brief TAT 
stories of these men were filled with a 
quality of primitive, murderous hostility, 
in some cases glibly rationalized on the 
basis of the victims having “provoked” their 
murderers, and in others precipitated by re- 
jection or rebuff, usually implying oral de- 
privation. Although the hostility and de- 
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struction pervading their fantasy lives were 
easily observed, conscious fantasy or idea- 
tional activity was minimal. Brief con- 
stricted Rorschach records and meager, 
frequently autobiographical, TAT stories 
were the rule. Certainly the usual role of 
thinking (as a delay of, and attenuated sub- 
stitute for, action) was conspicuously ab- 
sent in these cases. 

There was a blurring of the boundaries 
between fantasy and reality, and there were 
transient feelings of depersonalization. In 
one extreme example, Elliot, what really 
occurred, or what the man thought, or 
‘dreamed, were all blurred in a_ hazy, 
nebulous series of memories, and it was 
extremely difficult to construct a verifiable 
sequence of what actually happened. In 
response to a Rorschach card, for example, 
he began to describe not only the blot in 
front of him but a confused mixture of 
dreams, memories, and waking fantasies. 
Two of the men described episodes in 
which they thought they might have killed 
people, sometimes later returning to the 
scene of the “killing” to find a dead body, 
but they remained still unsure as to whether 
the episode was real, a dream, or a fantasy. 

Evidence of disturbances in affect organ- 
ization was seen. Most typically the men 
displayed a tendency not to experience 
anger or rage in association with violent 
aggressive action. None reported feelings 
of rage in connection with the murders, nor 
did they experience anger in any strong or 
pronounced way, although each of them was 
capable of acts of enormous and brutal 
aggression. The tolerance for affect and anx- 
iety in these individuals « ‘as also extremely 
limited. All showed mark:d disturbance in 
dealing with color on the Rorschach test 
and their TAT stories showed a prepon- 
derance of violence, most typically without 
accompanying affect. As formulated by 
Rapaport, affect is conceived of as an im- 
pulse derivative, generated through the ego 
mechanisms of delay and control( 10). For 
the murderers, these mechanisms were too 
brittle to produce the methods for “dam- 
ming up” and appropriately discharging 
impulses that are necessary for a gradu- 
ated and variegated affective experience. 

Their relationships with others were of 
a shallow, cold nature, lending a quality of 


loneliness and isolation to these men. People 
were scarcely real to them, in the sense of 
being warmly or positively (or even 
angrily ) felt about. In their early memories 
and psychological test material appears the 
re-institution of an idealized, all-giving 
mother figure, but always in the context 
of loss or rejection, leaving the world, for 
these men; bleak and empty. 

The 3 men under sentence of death had 
shallow emotions regarding their own fate 
and that of their victims. Guilt, depression, 
and remorse were strikingly absent. 

The most questionable examinational 
finding involved the evidence relating to 
organic brain damage. Two of the men 
showed neither historical evidence, neuro- 
logical nor EEG findings that would in 
any way be consistent with organic brain 
pathology—nor were there any such indi- 
cations on the psychological tests. The other 
two men in our sample revealed ambiguous 
findings. One reported a history of child- 
hood convulsions, and his associational 
blocking, severe constriction, and aphasic- 
like speech difficulty raised the question of 
the possibility of organic brain pathology. 
The psychogenic meaning of these symp- 
toms was clearly demonstrated in some hyp- 
notherapeutic sessions(3), and in the face of 
negative neurological studies, organic dam- 
age seemed ruled out. The organic findings 
on the other man were the most definite of 
our sample (previous EEG studies were 
“suggestive” of organic brain damage), and 
his history revealed a severe head injury 
at age 10 followed by personality disturb- 
ances of even greater severity than those 
noted prior to the accident. 

The negative evidence, however, was not 
absolute, for we used only regular and 
sleep EEG’s in search for evidence of a 
convulsive disorder. We did not use EEG 
activation techniques, such as metrazol, 
photic stimulation, etc. It would not be 
surprising, however, in view of the equivo- 
cal evidence with routine methods, to find 
evidence of some organic or physiological 
factors with more refined methods of neuro- 
physiologic investigation(5, 7, 12). 


THE ROLE OF UNCONSCIOUS MOTIVATION 


The individuals described above can be 
considered to be murder-prone in the sense 


; 

‘ 

’ 

1” 

if 

: 

4 

ale 

ae 
* 


52 MURDER WITHOUT APPARENT MOTIVE 


| July 


of either carrying a surcharge of aggressive 
energy or having an unstable ego defense 
system that periodically allows the naked 
and archaic expression of such energy. The 
murderous potential can become activated, 
especially if some disequilibrium is already 
present, when the victim-to-be is uncon- 
sciously perceived as a key figure in some 
past traumatic configuration. The behavior, 
or even the mere presence, of this figure 
adds a stress to the unstable balance of 
forces that results in a sudden extreme dis- 
charge of violence, similar to the explosion 
that takes place when a percussion cap 
ignites a charge of dynamite. 

One man, Mason, had such varying tar- 
gets of aggression that it was impossible 
to delineate precisely their meaning in his 
unconscious conflicts from the data obtained. 
For Elliot, whose case included a series 
of hypnotherapeutic interviews, his victim 
seemed to have multiple unconscious 
meanings, although the predominant one 
related to his deceased girl friend, toward 
whom his feelings were intense but ambiv- 
alent. In Thomas, sodium amytal interviews 
yielded material suggesting that the vic- 
tim mainly represented a dead sister, with 
whom he had had a conflictual, incestuous 
relationship. For Adams, the murder ap- 
peared to have been a deflected suicide, as 
impulsive murders have occasionally been 
interpreted(8, 9, 13). The victim repre- 
sented by the murderer’s own hated self- 
image ; the young boy he killed was a camp 
pet who ran errands for the soldiers, just 
as, he himself had been a mascot for the 
men in his father’s lumber camp. 

The hypothesis of unconscious motivation 
explains why the murderers perceived in- 
nocuous and relatively unknown victims 
as provocative and thereby suitable targets 
for aggression. But, why murder? Most 
people, fortunately, do not respond with 
murderous outbursts even under extreme 
provocation. The cases described, on the 
other hand, were predisposed to gross 
lapses in reality contact and extreme weak- 
ness in impulse control during periods of 
heightened tension and disorganization. At 
such times, a chance acquaintance or even 
a stranger was easily able to lose his “real” 
meaning and assume an identity in the un- 
conscious traumatic configuration. The “old” 


conflict was re-activated and aggression 
swiftly mounted to murderous proportions. 

Such outwardly senseless attacks on rela- 
tively unknown persons are different from 
those arising out of protracted but conflict 
dominated relationships, such as with a 
wife, child, or parent, e.g. catathymic 
crises(13). The question of the factors in- 
volved in the “choice” of the “unknown” 
victim in these cases goes beyond the scope 
of this paper. Research now in process 
suggests a range of selection factors where- 
by, for some impulsive murderers, almost 
any other human being can activate the 
tremendous destructive potential, while 
for others, only a highly specific person or 
action is required. 

A finding significant for social adminis- 
tration is the fact that 3 of these 4 mur- 
derers had conveyed their fears of losing 
control to legal officials or psychiatrists 
before the murders took place. The warn- 
ings were disregarded. 


SUMMARY 


In this paper we have described a num- 
ber of common characteristics found in 
individuals who have committed impulsive 
senseless murders. These characteristics 
were: severe weakness of impulse con- 
trol; blurring of the boundaries between 
fantasy and reality, with periods of altered 
states of consciousness ; blunted and shal- 
low emotional reactions ; and a violent and 
primitive fantasy life. 

This constellation seems to have grown 
out of a history characterized by extreme 
parental violence and early severe emotion- 
al deprivation. In these cases, there ap- 
peared an ego weakness which allowed the 
periodic breakthrough of intense aggressive 
impulses, sometimes of homicidal propor- 
tion. 

When such apparently senseless murders 
occur, they are seen to be an end result of 
a period of increasing tension and dis- 
organization in the murderer starting be- 
fore the contact with the victim who, by 
fitting into the unconscious conflicts of the 
murderer, unwittingly serves to set into 
motion his homicidal potential. 

It remains a task of future research to : 
1. Differentiate these individuals from other 
murderers as well as from others with 
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similar disturbances but who do not kill; 
2. Weigh the significance of the individual 
factors described ; 3. Devise measures for 
identifying and effectively controlling these 
individuals before they commit murder. 
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THE HYPOTHESIS OF RECIPROCAL COMPLEMENTARITY 
A. H. HOBBS, Px.D.! 


THE PROPOSITION 


The hypothesis of reciprocal complemen- 
tarity postulates that moral codes are as 
truly an integral factor in the functioning 
of adult civilized human beings as are the 
internal emotional drives ; that such codes, 
as incorporated into the social controls, con- 
stitute a complementary element in man’s 
emotional functioning rather than being 
arbitrary conventionalities which are antag- 
onistic to it. It is a technique to demon- 
strate that in the relationship between his 
internal selfish drives and the codes of 
civilized conduct, man has the capacity to 
discriminate ; to select or reject ; and that 
he is, in consequence, a positive element in 
this relationship between emotional urges 
and social controls, and a responsible agent 
in the self-society matrix. 


THE PREMISES 


Normal Man in Civilized Society. The 
subject of analysis is normally intelligent 
man in civilized society ; not idiots, not 
cats in boxes nor rats in mazes, not short- 
lived and atypical primitive groups nor the 
so-called wolf-children or antelope-boys 
supposedly raised by animals. 

Codes an Integral Part of Life. That man, 
by his nature, cannot normally survive 
alone ; that life in some form of society is 
an intrinsic factor in human functioning ; 
and that the social codes necessary to make 
such a life possible are as real an element 
in his relationships as is water to the func- 
tioning of a fish or air to the flight of a bird. 

Codes are Reciprocal and Complementary 
to Self. That, in principle, such codes are, 
in the overall pattern of civilized living, 
reciprocal and complementary to his self- 
drives rather than antagonistic to them. If 
one is endowed, for example, with a high 
degree of physical strength and quick re- 
acticns, he will find greater fulfillment in 
channeling his abilities through the con- 
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trols regulating such activities (rules for 
boxing, football, baseball) than he would 
through using his prowess to clobber old 
ladies. 

Individual Differences. That differences in 
age, sex, physical and mental capacities, and 
endocrine functioning exist to differentiate 
people in their relationship to the external 
social and physical environments. That the 


~ aspect of this social environment which is 


customarily designated “The Culture” is not 
a unified monolith which stamps everyone 
into the same mold, but that individual re- 
actions to the impress of culture are selec- 
tive in terms of individual differences and 
in terms of the degree of awareness of the 
end-product to be attained. Even in relation 
to elements of the culture which apply to 
all, such as language, our response is selec- 
tive in terms of what Koffka (1935) desig- 
nates the “Behavioral Environment” ; dif- 
ferentiating the child from the adult, the 
man from the woman, the tone-deaf and 
the color blind, the starving and the sati- 
ated. 

Circular Causality. That human relation- 
ships characteristically involve circular cau- 
sality rather than straight-line cause-and- 
effect. This circular causality can be either 
initiated, facilitated, or inhibited by any 
one of the several elements involved ; these 
being muscular reactions, glandular or other 
chemical influences, mental coordination 
and mental imagery, and external stimuli, 
including moral codes. 

Since the higher levels of the brain have 
the capacity to fit reactions into a pattern 
which is meaningful in terms of the external 
environment as well as in terms of the in- 
ternal (bodily ) environment, their function- 
ing in the form of conscious thought is one 
of the elements which can initiate, facilitate, 
or inhibit human reactions. With this capa- 
city, the individual is an active determining 
agent in his responses rather than a puppet 
at the mercy of unconscious drives or of 
unthinking indoctrination through cultural 
conditioning. As brain (mind) and muscles 
and glands (matter) are functionally in- 
terrelated, so too is the brain and the moral 


: 
2 
he 
~ 
Ap 
| a 
4 
= 


1960 ] 


A. H. HOBBS 55 


substance of the environment, the social 
controls. 

External Homeostasis. That in a fashion 
similar to the process by which the various 
parts of the brain coordinate muscular and 
glandular internal reactions to keep them 
in balance which is called homeostasis, so 
the higher levels of the brain strive to co- 
ordinate, to make meaningful patterns of 
the moral codes and ethical principles which 
constitute the social controls. That homeo- 
stasis exists in relation to the external social 
environment as well as in relation to the 
internal milieu of the body. 

Incomplete and Unbalanced Homeostasis. 
That the higher levels of the brain have the 
capacity to coordinate internal drives and 
external social imperatives into patterns 
which are meaningful in terms of both, 
fusing the internal homeostasis with the ex- 
ternal into intellectually satisfying, emotion- 
ally gratifying, socially responsible behav- 
ior. Yet the very complexity of these higher 
mental levels also endows human beings 
with the capacity to form patterns which 
are meaningful to the internal tensions of 
muscles and glands but inconsistent with 
the social controls, and vice versa. Or, the 
patterns may be crazily inconsistent with 
both internal and external conditions. Illus- 
trative of the first unbalanced situation 
would be the rationalization of unchained 
lust or unbridled brutishness, A situation 
wherein external homeostasis is attained at 
the expense of internal homeostasis would 
occur where the realities of the internal 
drives would be smothered by arbitrary 
conventions which deny their existenc.. 
Imbalance of both occurs in mental dis- 
order, alcoholism, drug addiction and other 
socially defined aberrations. 

Antagonisms become Complementary. 
That elements of reaction which are sepa- 
rately antagonistic combine in reciprocal 
and complementary relationships to form 
new functional syndromes. 


THE ARGUMENT 


The codes and precepts which constitute 
the social controls are made up in large 
measure of “Don't’s” and “Thou Shalt 
Not’s” which appear to be antagonistic to 
individual desires. This impression that the 
social controls are antagonistic to the “nat- 


ural” self-drives leads some persons to 
think of them as dogmatic, unrealistic, ar- 
bitrary conventions made up by old men 
who hate to see anyone have any fun. 

To demonstrate that the social controls 
are (or can be) reciprocal and complemen- 
tary to the individual desires rather than 
antagonistic to them, it is necessary to show 
that reactions on all levels (muscular, glan- 
dular, and mental) characteristically if not 
invariably involve a combination of units 
which are separately antagonistic but which 
function reciprocally to form new functional 
units—the functional unit in this case being 
human relationships in civilized society. 

Though my concern is with the relation- 
ship between the person and his codes of 
civilized living, if this hypothesis is valid 
it should apply to all levels of reaction. It 
should explain the functioning of muscles, 
glands, and the brain, separately and in con- 
junction with each other, as well as describe 
the relationship between individuals and 
the moral codes of society. 

Illustrations of the process will be drawn, 
therefore, from each of these types of re- 
action before indicating how it relates to 
the person and the social controls. 

Muscular Functioning. In breathing, the 
contraction of the muscles of the thoracic 
diayhragm which occurs when we inhale is 
accompanied by a relaxation of the abdom- 
inal muscles which, conversely, tense when 
the diaphragm relaxes during exhalation. 
Such contraction of the abdominal muscles 
could be looked upon as being antagonistic 
to the relaxation of the thoracic diaphragm, 
but in the syndrome of breathing the two 
sets of muscles form a reciprocal and com- 
plementary functional unit. 

Environmental factors such as atmos- 
pheric pressure and the oxygen content of 
the air are also vital factors in the process. 
Individual differences exist in the form of 
age, sex, the size of the thoracic cavity, 
strength of the intercostal muscles, shoulder 
muscles, neck muscles and abdominal mus- 
cles, diameter of nostrils, length of passage- 
way, etc. 

The rhythm of breathing varies in terms 
of exercise and rest, waking and sleeping, 
emotional and sexual reactions. It is not a 
matter of one set of muscles in these reac- 
tions being “good” and another set “bad,” or 
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of feeling that the atmospheric pressure is a 
bad thing because the intercostal muscles 
must “work against it” in order for us 
to live. Without atmospheric pressure we 
would not exist. Nor is it a matter of inhal- 
ing being good and exhaling bad, sleep 
good, waking bad ; exercise good, rest bad, 
or of these being antagonistic to each other. 

Such different rhythms can best be under- 
stood through the manner in which they 
complement each other. 

In relation to cause and effect, we cannot 
legitimately say that the atmospheric pres- 
sure causes breathing, because without the 
functioning of the muscles it would not 
occur. Nor can we say that the intercostal 
muscles cause it because they could not 
produce the phenomenon without the at- 
mospheric pressure, the abdominal muscles, 
etc. Nor is the syndrome produced solely 
by a combination of muscles. The muscles 
must function recip-ocally and rhythmically 
(rhythm, according to the hypothesis of 
reciprocal complementarity, is an integral 
factor in most reactions) and be coordi- 
nated by the central nervous system. 

Causation, therefore, is circular, and the 

rhythm of the pattern can be initiated, facil- 
itated, or inhibited by muscles, glands, 
brain, or external factors. Thus the doctor 
whacks the baby’s butt to start the cycle, 
artificial respiration can restore it when 
stopped, perfume changes the rhythm by 
expanding the nostrils, stenches contract 
them to change the rhythm, alcoholic con- 
sumption speeds it up, then slows it, finally 
can stop it if enough is consumed ; and a 
changed rhythm is an integral element in 
emotional and sexual reactions. 
_ Glandular Functioning. As the muscles 
which separately function antagonistically 
combine to function reciprocally and com- 
plementarily in most bodily reactions so, 
too, with the glands. Again, the process 
ic not one of simple straight-line-cause- 
effect, but a circular one which can be 
initiated, facilitated or inhibited at any one 
of a number of levels, involving processes 
of reciprocity and feed-back such as Harri- 
son(2) describes : 


By combination two or more endocrine 
glands can produce rhythmical or cyclical 
changes in the prevailing hormonal concen- 
tration, the type of hormone acting at the 


target area and in response to the target 
organ. Thus, suppose an endocrine organ B 
to be under the control of endocrine organ 
A through mediation of hormone H-1l, and 
that B is caused to secrete a second hormone 
H-2. Organ B will continue to produce H-2 
as long as it is stimulated by H-1 from organ 
A. But let it be that a certain concentration 
of H-2 can influence organ A and inhibit 
production of H-1, and thus lead to a fall in 
production of H-2. Thus the mechanism 
reaches a certain level of activity and then 
cuts itself off, rather like a thermostat con- 
trolling a heater. As soon as the concentration 
of H-2 falls below the cut-out threshold, organ 
A produces hormone H-1l again, and the 
process is repeated. 


Even when restricted to the glandular 
level, most reactions are probably much 
more complicated than this simple illus- 
tration would indicate. For example, recent 
findings reveal that a drug designated JB- 
516 is effective as a tranquilizer, lowering 
blood pressure and decreasing nervous ten- 
sion. Apparently the favorable effects of 
JB-516 are due to its inhibiting action upon 
the enzyme MAO (monamine oxidase). 
MAO functions to inhibit the accumulation 
of enzymes such as serotonin, which seems 
necessary to normal mental and bodily func- 
tioning. That is, a given level of serotonin 
is apparently essential for normal brain 
functioning, and when the level rises above 
the limits of tolerance the body produces 
MAO to inhibit the further accumulation of 
serotonin. Hypothetically, some persons may 
produce MAO in such quantities that the 
proper level of serotonin cannot be attained. 
With others, an excess of serotonin may be 
produced in response to either real or im- 
agined stress. Greater quantities of MAO 
are then produced to compensate for the ac- 
cumulation of serotonin. A continuation of 
real or imaginary stress could cause the 
organs producing serotonin to become ex- 
hausted and fail to respond to further dis- 
tress signals. Meantime, MAO continues to 
be produced at a high level, thus inhibiting 
the serotonin to a degree that it falls below 
the needed levels. To return balance to the 
relationship, injections of JB-516 inhibit 
the MAO sufficiently to permit the serotonin 
component to build up again. 

Such reactions (if correctly interpreted in 
principle, though the details may be in- 
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correct) would support the principle of 
reciprocal complementarity, but it is not 
thereby assumed that this is a simple cause- 
effect interpretation. Even with such a sim- 
ple-seeming thing as the discovery of a new 
insecticide which functions by inhibiting 
the growth hormones of insects it was found 
that : 1. The growth hormone was secreted 
in the brain ; 2. But equal evidence showed 
that the brain hormone triggers growth 
glands in the prothorax ; but 3. The secre- 
tions from both sets of glands were gov- 
erned by another hormone which postpones 
maturation until the insect has reached the 
proper size. 

These functional connections do not sim- 
ply involve a hormone ox a gland doing this 
or that, but a relationship between a series 
of glands in terms of timing and rhythm, 
with this timing and rhythm being in- 
fluenced by other conditions of the body 
and brain and by environmental factors 
such as food and temperature. 

With humans, where the brain plays a 
much more vital role in coordinating the 
timing and rhythm (or in interfering with 
it), the situation, while analogous, is in- 
finitely more complex. In man, it is gen- 
erally held that the pituitary gland (hy- 
pophysis ), located in the brain-case, is the 
master coordinating gland, yet the pituitary 
itself is influenced by the hypothalamic cen- 
ters of the brain which, in turn, are under 
the influence of the cerebral cortex, and 
consequently the circular causal nexus in- 
volves also the external environment and 
mental imagery. 

Mental Functioning. One reaction to such 
knowledge about glandular and muscular 
functioning might be : “What’s the differ- 
ence how glands or muscles interact ? The 
important thing is the mind. Thinking is 
one thing and the reaction of muscles and 
glands is something else.” This contention 
is the old issue of mind over matter, psyche 
versus soma, spirit versus substance. The 
relevance here is not to contend, as some 
have, that the glands determine behavior, 
nor that undefined instincts determine be- 
havior. Nor is it to hold, as did J. B. Watson, 
that thinking is merely the movement of 
muscles in the form of silent speech. At 
another extreme, the psychoanalytic notion 


that some mythical “unconscious mind” con- 
trols behavior is also rejected. 

Here the contention is that mind and 
body are interrelated and that mind is not 
only interrelated (affecting and being af- 
fected by ) with muscles and glands but also 
with the social as well as the physical ex- 
ternal environment (affecting the interpre- 
tation of it as well as being affected by it). 
All are thought of in terms of relationships, 
not as separate and discrete substances nor 
as ultimate causes. 

When we use the term “mind” we are 
likely to think of it in terms of abstract 
thought. But such thoughts, no matter how 
abstract, are produced through functioning 
interrelationships between physical sub- 
stances—the neurons of the brain. If we 
tend to think of mind versus, or separate in 
its functioning from the body, we must 
reconcile this belief with the fact that the 
brain contains coordinating centers for 
glands and muscles as well as for sight, 
hearing, smell and touch. 

Yet, it is an oversimplification to say that 
mind is merely the functioning of matter 
or that the human brain is merely an en- 
larged insect-ganglion or a highly developed 
ape-brain. The position taken here is that 
the human brain is characterized by a 
unique difference in being capable of real 
abstraction and of coordinating ideas such 
as those embodied in the social controls as 
well as by the ability to coordinate internal 
and external physical stimuli. That the 
human brain is qualitatively as well as 
quantitatively different from that of even 
the highest of the infra-human animals : 


A comparative study of structural and 
functional differentiation in the cerebral cor- 
tex throughout the mammalian series, including 
man, shows clearly that as the cortex increases 
in expanse it also undergoes regional differ- 
entiation in consequence of which more and 
more cortical areas can be mapped out on the 
basis of structural differences. These structural 
differences are not without functional signifi- 
cance ; consequently new cortical areas may 
in a very real sense be regarded as new 
cortical organs. Many of the cortical areas 
mapped out in the human cortex have no 
counterpart in any of the lower mammals. 
The human cortex, therefore, should not be 
regarded merely as a quantitative multiplica- 
tion of the animal cortex, but it possesses 
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functional capacities, particularly in the psy- 
chic realm, which are not represented in any of 
the lower mammals(4). (My italics.) 


Similarly, the late K. M. Bykov(1) sum- 
marized the numerous controlled studies of 
conditioning contained in The Cerebral 
Cortex and the Internal Organs by stressing 
that with man (and in most cases with other 
higher vertebrates as well) conditioning is 
not a reflexive reaction but a cortical re- 
action : 


The cerebral cortex keeps adapting this 
inner world to the conditions of its environ- 
ment at every given moment. Thus, the cere- 
bral cortex does not only reflect the outer 
world but also the inner world of the animal. 
This reflection, however, should by no means 
be regarded as a passive process. It ensures 
the active functioning of the organs of the 
organism as a whole, which functioning not 
only maintains the organism in a state of 
equilibrium with its environment, but also 
changes this environment. 

The starting and regulating cortical mechan- 
isms are the most sensitive adjusters of the 
responding apparatus not only by changing 
their activities both qualitatively and quantita- 


tively, but also by changing their time re- 
lations. Stimuli conveyed from the cerebral 
cortex have a striking capacity for changing 
the rate of reaction, for establishing the 
sequence of events, and, if necessary, for 
inhibiting the course of any process. (My 
italics. ) 


If the cerebral cortex can change the 
rate of reaction, establish the sequence of 
events and inhibit the process of condition- 
ing, it probably does so as a function of 
the degree to which the new reaction fits 
into (or conflicts with) already established 
cortical patterns, i.e., on the basis of the 
(rationality) of the conditional response to 
the individual. 

The next step in reasoning, which to me 
seems inescapable, but which the Russian 
investigators fail to acknowledge, is to rec- 
ognize that the cortex also assimilates and 
coordinates moral codes as well as other 
elements of the external environment and 
that all of these must then be assimilated 
into a pattern which constitutes the unique- 


ness of the individual; the basis for his 
integrity as a person. Contrary to Marxist 
dogma of cultural conditioning, man is an 
active agent in his response to social situa- 
tions, affecting them as well as being in- 
fluenced by them, reacting selectively, not 
as a puppet. 


SUMMARY 


If human functioning on the muscular, 
glandular, and mental levels characteristic- 
ally involves circular causality rather than 
direct cause-effect and if, further, elements 
which separately function antagonistically 
combine reciprocally to complement each 
other in new functional nexuses, it seems 
reasonable to infer that a similar situation 
of circular causality and reciprocal com- 
plementarity exists between the individual 
and his moral codes. Since he has the power 
to assimilate concepts of morality in the 
cerebral cortex, and since the cortex is one 
of the factors which can initiate, facilitate, 
or inhibit his response, man is a positive and 
responsible agent rather than a passive pup- 
pet in the self-society nexus. 

In‘a subsequent article I shall show how 
mental disorder, alcoholism, and other con- 
ditions (and their therapy) can be inter- 
preted in terms of reciprocal complementar- 
ity. I hope to demonstrate that at least some 
of the seeming contradictions in such con- 
ditions which cannot be explained by con- 
ventional cause and effect nor in terms of 
antagonism between emotional drives and 
the social controls can be explained in terms 
of circular causality and complementarity 
between man and the social codes through 
which he functions. 
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SOME PATHOLOGICAL FINDINGS IN SCHIZOPHRENICS 


DONALD L. HOWIE, M.D." 


Nobody knows what causes schizophrenic 
symptoms. In the present state of our 
knowledge, we can only cling to suggestions 
as points of departure for further investiga- 
tions. The following experiences with the 
anatomical pathology of schizophrenics 
tend to reaffirm some older suggestions of 
pathogenesis and suggest further items for 
investigational attention. In addition, the 
material indicates a position on the syn- 
drome-disease contention regarding schizo- 
phrenia 


MATERIAL 


Fifty consecutive autopsied patients were 
chosen solely on the basis that they had 
been diagnosed as schizophrenie. Many 
factors were charted including items of 
history, standard individual data, and phy- 
sical and pathological findings. 

Patients were recorded as hypertensive 
only when pressures over 160/90 mm. 
Hg were noted. In most cases, more than 
one elevated pressure had been recorded 
and several had systolic pressures over 200 
mm. Hg. Rheumatic heart disease was 
diagnosed on the presence of mitral val- 
vular fibrosis with varying degrees of 
stenosis. Some of these had recent vegeta- 
tions and myocardial inflammation and 
fibrosis, but none had typical Aschoff 
nodules. A few had aortic valve deformities 
also, but none had significant pulmonary or 
tricuspid valve damage. Basophilic change 
in the cerebral arteries was recorded when 
the medium sized and smaller arteries were 
infiltrated and surrounded by fine to coarse 
basophilic granules of ground glass to lam- 
inated appearance. These usually were 
found in the basal ganglia, dentate nuclei 
or both. Diagnoses of arteriosclerotic disease 
were based on the presence of definite 
arterial change plus evidence of related 
tissue damage. Malformations were re- 
corded when there were decided altera- 
tions in the convolutional pattern, hypo- 
plasias, anomalies of the circle of Willis, 


1 Former Director of Clinical Laboratories, Fair- 
field State Hospital, Newtown, Conn. Present address, 
Milford Memorial Hospital, Milford, Dela. 


or decided deformities of the calvarium. 
Hemangiomas were also recorded as ano- 
malies since there were no characteristics 
of neoplasia. For comparison, the incidence 
of some of these processes was determined 
in 200 other randomly selected autopsies 
done by the same person in the same hos- 
pital during the same time period. 


HYPERTENSION 


Distinctly elevated blood pressures were 
present in 17(34%) of the schizophrenics. 
As might be expected, the average age of 
death in this group was 75 years as opposed 
to an average age of death of 64 years in 
the remaining 33 patients. As might not 
be expected, however, the average age of 
onset of psychosis was 43 years in the 
hypertensives as opposed to an average on- 
set age of 34 years for those without hyper- 
tension. 

It should be noted that only rarely was 
hypertension present on admission. The 
usual pattern was the development of 
hypertension after some time in the hospital 
with, frequently, a return to normotensive 
levels during a protracted terminal phase 
with cachexia. At autopsy, some had hearts 
within normal weight limits, even although 
older X-rays had shown cardiomegally. As 
with any group of hypertensives, consider- 
able coronary, renal and general arterios- 
clerosis was present. 

Brain findings were not always character- 
istic, but generally in severe hypertension 
there was hyaline thickening of the smaller 
cortical vessels. Conversely, when this was 
present, hypertension generally coincided. 
Less specific findings included perivascular 
spacing, larger artery cellular and hyaline 
thickening, perivascular accumulation of 
brown pigmented macrophages and lymph- 
ocytoid cells, minor to major areas of 
encephalomalacia, and some irregular 
gliosis, neurone loss and interstitial accu- 
mulation of crystalline brownish pigment. 
These changes were generally most marked 
in the basal ganglia and dentate nuclei. 
In only one case did recent major hem- 
orrhage occur. In about one half of the 
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patients cardiac murmers had been noted. 
Basophilic vascular changes occurred in 
some cases but by no means exclusively in 
this group. Two of the 4 cases of subacute 
bacterial endocarditis occurred in patients 
in whom hypertension was the major cardi- 
ovascular disease. In 2 patients recent myo- 
cardial infarcts were the proximate cause 
of death. 


RHEUMATIC HEART DISEASE 


This was present in 7 (14%) patients. 
Only 2 of these had a good history of 
rheumatic fever and one had a history sug- 
gestive of chorea. Two of the 7 rheumatics 
also had subacute bacterial endocarditis. 
Of the remaining 43 patients, one had a 
history of rheumatic fever and another had 
a history of childhood chorea. Both showed 
cerebral arterial changes as described below 
but neither presented anatomical evidence 
of cardiac damage. The control group 
contained 15 rheumatics (7.5%). 

The most characteristic change in the 
cerebral vessels in the rheumatic group 
consisted of irregular cellular thickening 
and reticular splintering of the fine vessels 
of the cortex. About some of the more 
ragged vessels there was neurone loss and 
irregular gliosis. Of course, in the SBE 
cases there were inflammatory cell infiltrates 
and larger focal areas of destruction, How- 
ever, even in those without SBE, focal 
cortical lesions of intermediary character 
were seen. While these changes were com- 
mon, the fact that similar changes occurred 
in individuals not thought to be rheumatic 
indicates their nonspecific nature. 

In order to test the degree of specificity, 
random slides of cortex were examined and 
classified as rheumatic brains or not. Two 
of 4 patients with rheumatic heart disease 
were correctly classified while 8 of 50 
without rheumatic heart disease were in- 
correctly classified. This is hardly spec- 
tacular, and agrees with Costero’s(1) find- 
ing that the adult rheumatic does not have 
pathognomonic findings in the brain. 


MALFORMATIONS 


More than minor alteration in the brain 
or calvarium occurred in 12 (24%) patients 
in the schizophrenic series as opposed to 17 
(8.5%) in the nonschizophrenic group. 


Anomalies of the circle of Willis are not 
included in these figures, but did occur in 
10 patients. This is considered usual for 
unselected psychiatric patients(2), but is 
lower than the incidence found in the arter- 
iosclerotic psychiatric patients. 

Anomalies noted were two hypoplasias 
of the cerebrum, one cerebral cyst, one 
microgyria, one microgyria with fore- 
shortened frontal lobes, one peculiar hook- 
ing of the occipital pole due to deviation 
and anomalous insertion of the posterior 
part of the falx, one short frontal lobes with 
unusual increase in the periventricular 
ependyma, one true platybasia, one heman- 
gioma, one foramen magnum deformity 
not constituting a true platybasia, one 
shortened flattened posterior fossa again not 
a true platybasia, and one alteration in the 
temporal lobe pattern almost resembling 
that seen in the mongolian brain. None of 
the 3 patients noted to have mental defi- 
ciencies was in this group of anomalies. 
However, some of the historical events in a 
few of these cases raised questions of the 
level of their intellectual abilities. 


MISCELLANEOUS FINDINGS 


Senile plaquing was seen only occasional- 
ly, and the only marked involvement was 
in a patient with rheumatic heart disease 
and subacute bacterial endocarditis. His- 
tories of rather marked alcohol intake 
were noted in 7 patients, but there was no 
particular correlation with any of the other 
factors. Extracranial malignancies were 
noted in 7 patients. Traumatic brain dam- 
age was present in 4. Positive VDRL’s were 
present in 3 patients, but there was neither 
clinical nor pathological evidence of cen- 
tral nervous system syphilis. Three patients 
had mental deficiency of long standing and 
one of these was a patient with rheumatic 
heart disease. 

Basophilic arterial change was found in 
9 (18%) of the schizophrenics and in 15% 
of the control group. No significant correla- 
tions were found with other mentioned 
factors, but it was noted that 25% of all 
our patients with this change had cataracts 
and seldom were diabetic. The youngest of 
these patients, who died at age 36, had a 
history of childhood bone infections, inter- 
mittent adult neurological findings, and 
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progressive personality disintegration. Geo- 
trichum was isolated from his urine twice 
about 4 months before his death from 
sepsis. Multiple small foci of encephalo- 
malacia were present at autopsy and these 
contained PAS staining bodies resembling 
one phase of the Geotrichum found in the 
pneumonia. But since brain cultures were 
not done, identification is quite indefinite. 
This organism has not been seen as a con- 
taminant or isolated from other patients in 
this laboratory. It seems the patient must 
have harbored this organism at least 4 
months and perhaps quite a bit longer. This 
case is of particular interest in view of 
Papez’s(3) material on culturing vascular 
particles. 

Twenty-three patients had evidences of 
arteriosclerotic brain damage and 10 of 
these were also recorded as hypertensive. 
In one patient there had been a distinct 
change in her behaviour 2 years before 
death with increasing memory defect and 
disorientation. This change coincided with 
discovery of hypertension and fundal and 
peripheral signs of arteriosclerosis. In most 
of these patients, however, there was no 
such distinct clinical change, and their pre- 
vious modes of behaviour continued with 
only the more usual signs of deterioration 
marking progression of their disease. 

One patient initially designated as schizo- 
phrenic later proved to have progressive 
muscular atrophy both clinically and path- 
ologically. However, the same mental pic- 
ture continued throughout the illness. The 
one patient who died of a ruptured saccular 
aneurysm of the anterior cerebral artery 
also had Paget's disease of the skull. There 
was evidence of previous old bleeding from 
the aneurysm. She was always dull and 
silly. Whether this old episode dates back 
40 years to the time of her admission is, of 
course, unknown. 

Another patient with a 40-year history 
had old deformities of the skull and thoracic 
cage, presumably rachitic. In addition there 
was a small parasagital meningioma and an 
old subdural membrane with old cortical 
contusion foci. It seemed likely the men- 
ingioma was not present at the onset of the 
psychosis, the deformity was, and the trau- 
matic damage was of uncertain vintage. 

Only two patients had no significant 


change in the brain. Both were males, both 
had repeated episodes of alcoholism and 
both had hepatic changes. The 38-year-old 
had a fatty liver and surprisingly small 
adrenal cortices. He died of aspiration 
with only a 2-month psychiatric illness. The 
46-year-old had a 21 year history of psy- 
chosis but had been out of the hospital fre- 
quently, only to return after another bout 
of alcoholism. He had a cholangiolitis. He 
also had an anomalous circle of Willis 
and died of aspiration after head trauma. 


Discussion 


Two facts are apparent from this ma- 
terial: 1. Findings are present and 2. The 
findings are diverse. With full recognition 
that the presence of findings does not in- 
dicate casual relationship, we must stil] con- 
sider these as suggestions of possible cause. 

In this series, the incidence of rheumatic 
heart disease as a possible indicator of 
rheumatic brain disease is about double in 
the schizophrenics as opposed to the non- 
schizophrenics. Most people grant that 
rheumatic heart disease is directly asso- 
ciated with psychosis in some few cases and 
that chorea is a result of rheumatic fever in 
some children. It should be noted that the 
damage is mainly an arteritis as in syphilis 
and that embolic damage is secondary in 
importance. This incidence, plus the factors 
of known relationships and anatomical find- 
ings, makes it likely that rheumatic cerebral 
arteritis is a real factor in the production of 
schizophrenic symptoms in some patierts. 

This is not a simple academic contention. 
If this is true, then appropriate antibiotic or 
chemotherapeutic prophylactic and treat- 
ment programs might lower the incidence 
of such disease and perhaps prevent re- 
lapses. The results of such a program might 
shed more light on the truth of the conten- 
tion. Analyses of current rheumatic fever 
prophylaxis programs as to later incidence 
of psychosis in those who did and did not 
follow the regimen might provide further 
information. 

Hypertensive disease is not generally 
considered related to schizophrenia. This 
series at least indicates that hypertension is 
not rare in these patients. The difference 
in average age of onset of psychosis in those 
with and without hypertension would seem 
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to indicate that these are indeed two dif- 
ferent groups. It can be hypothesized that 
a common antecedent was present which 
led to the development of both psychosis 
and hypertension. However, the curves in 
the two age groups overlap considerably so 
further information awaits greater expe- 
rience. The incidence of malformations in 
this group was almost 3 times that in 
the non-schizophrenics. On this statistical 
basis malformations must be considered 
in enumerating possible causal factors. 
There is no information as to the incidence 
of malformations in relatives of these pa- 
tients, but correlation of such findings might 
shed more light on possible genetic factors 
in the pathogenesis of schizophrenia. As 
indicated, the incidence of basophilic 
arterial change was not greatly different 
in the control and schizophrenic groups. 
But the high frequency of cataracts noted 
in these patients might indicate a general 
disease state such as some alteration in 
epinephrine metabolism. 

Sorae of the individual cases cited suggest 
that the pathological findings are related to 
the schizophrenic symptoms. These include 
the rachitic patient, the lady with the old 
and recent rupture of the saccular aneu- 
rysm, the woman with the progressive 
muscular atrophy, and the man with the old 
bone and recent generalized infections with 
the encephalomalacia and the Geotrichum. 


CONCLUSIONS 
The diverse findings in this group of 
schizophrenics tend to support the idea 
that schizophrenia is, indeed, a syndrome. If 
this is really so, then attempts to pick groups 
of patients for clinical research projects 


must involve unrecognized heterogeneity, 
since most of these conditions were un- 
recognized in life. Research based on such 
an initial error might be invalid. 

The most frequent findings in this group 
of patients are abnormalities in vessels and 
grosser features of architecture. This may 
indicate that too much attention has been 
paid to neurones and glia. No “black box” 
works even with intact components unless it 
is plugged in. The energy source for the 
brain must also be intact. “Black boxes” do 
not work in groups unless the components 
are properly aligned. Malformations do 
sometime result in defective mentation. 

Since these statements are as valid as any 
other current suggestions, it is necessary to 
include these anatomical changes in any 
consideration of pathogenesis in the pa- 
tients called “schizophrenic.” 


SUMMARY 


Pathological and clinical findings were 
reviewed in 50 schizophrenic patients. Only 
2, both alcoholics, had no notable patho- 
logical brain abnormalities. Vascular dis- 
eases and malformations of the brain were 
particularly frequent. The diversity of find- 
ings was a prominent feature, and tended 
to support the thesis that schizophrenia is 
a syndromic diagnosis. The series suggests 
that some of the findings may be causally 
related to the schizophrenic symptoms. 
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URINARY EXCRETION OF TRYPTOPHAN METABOLITES BY 
SCHIZOPHRENIC INDIVIDUALS 


F. CHRISTINE BROWN, Pu.D., J. B. WHITE, JR., B.S., anv J. K. KENNEDY, M.D.' 


In 1951, Young, et al.(1) reported that 
schizophrenic individuals excrete larger 
quantities of a material which couples with 
diazotized sulfanilic acid than do normal 
individuals. McGreer, et al. (2, 3) have 
published similar findings. All these studies 
utilized qualitative paper chromatographic 
procedures. Recently, nicotinamide has 
been implicated in the schizophrenic pro- 
cess by the report of Hoffer, et al.(4) that 
this compound alleviates the symptoms of 
schizophrenia. Wooley(5) suggests that 
nicotinamide elicits a “tranquilizing” effect. 
Nicotinamide is derived from dietary tryp- 
tophan and nicotinic acid, and a large part 
of urinary aromatic amines, which respond 
to diazotization and coupling, are also 
products of tryptophan metabolism. There- 
fore, an understanding of the significance 
of these observations to schizophrenia 
should be obtained through a study of 
tryptophan utilization by schizophrenic in- 
dividuals.? 


METHODS 


Schizophrenic subjects were selected for 
this study by the psychiatric staff upon 
admittance to th hospital. The patients 
were females, Caucasion and Negro rang- 
ing in age from 17 to 36 years. They had 
received no drugs prior to or during the 
time of experiment. Controls in the same 
age, sex and race classes were chosen from 
laboratory and office personnel. 

A basal 24-hour urine sample was col- 
lected from each subject. At the end of the 
24-hour period, 0.4 mole of L-tryptophan 
per Kg. of body weight was given orally 
in a milkshake and a second 24-hour urine 
specimen was collected. Creatinine values 
were used as criteria for completeness of 


1 Brain Research Laboratory, Department of Psy- 
chiatry, University of Tennessee Medical Units, Mem- 
phis, Tenn. 

2 We are indebted to Doctor R. F. Corder of the 
University of Tennessee, Department of Psychiatry, for 
the statistical evaluation of the data presented. We also 
wish to thank Doctor J. L. Warnell of the DuPont 
Company for generous supplies of L-kynurenine. 


coliection. The urine was stored at 4° C. 
under toluene until the analyses were com- 
pleted (7 to 10 days). 

Price, et al.(6) have shown that a con- 
stant diet is not necessary for quantitative 
studies on the metabolism of supplemental 
doses of tryptophan. Therefore, the diets 
of patients and controls were self-selected. 
However, they were cautioned to avoid 
excesses of food or liquids. 

Five diazotizable fractions, including 
anthranilic acid glucuronide, o-aminohip- 
puric acid, acetyl-kynurenine, kynurenine 
and an unidentified fraction were isolated 
from the urines by fractionation on Dowex 
50 columns. Each fraction was analyzed 
colorimetrically by diazotization with nit- 
rous acid and coupling with N-1-napthylet- 
hylenediamine. The entire procedure was 
accomplished as directed by Brown and 
Price(7). Synthetic samples of the first 
three compounds in this group were not 
available for recovery experiments. Re- 
coveries of kynurenine were 98%. Total 
diazotizable substance was determined on 
diluted urine samples. 

Kynurenic acid and xanthurenic acid 
were isolated from Dowex 50 columns and 
aliquots from the eluants were analyzed 
for kynurenic acid fluorometrically, accord- 
ing to Satoh, et al.(8). In our hands, the 
procedure of Satoh, et al. for the fluoro- 
metic determination of xanthurenic acid 
was impracticable since kynurenic acid in- 
terfered. Xanthurenic acid was, therefore, 
determined colorimetrically by the method 
of Rosen, et al.(9), after concentration of 
the eluant from the Dowex 50 column. Re- 
coveries of kynurenic acid were 90% and 
xanthurenic acid 58%. 

Quinaldic acid(7), and N-methyl-2-pyri- 
done-5-carboxamide(10) were determined 
as outlined by Price and his co-workers. 
Recoveries of synthetic material were 71 
and 82% respectively. 

All analyses on urine from subjects re- 
ceiving tryptophan and on basal urines 
were done in duplicate. Since some of the 
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methods gave low recoveries of added syn- 
thetic material, internal standards were run 
with each analysis and the results corrected 
accordingly. 


Discussion 


The data obtained from the described 
experiments are shown in Table 1. Meta- 
bolic excretion varied widely from in- 
dividual to individual and this tendency 
was most evident after the subjects had 
received a test dose of tryptophan. 

Statistical evaluation of the data in Table 
1 was accomplished through the smal] sam- 
ple, nonparametric rank test (Wilcoxson 
T Test)(11) using a confidence level of 
1%. With the exception of the excretion 
of N-methyl-2-pyridone-5-carboxamide, no 
significant differences in the excretion of 
metabolites by patients and controls were 
observed. The excretion of N-methyl-2- 
pyridone-5-carboxamide by patients not 
receiving tryptophan was shown to be 
significantly less than the normal controls. 
No significant differences in the excretion of 
this compound by the two groups were 
observed after an oral dose of tryptophan. 

Interpretation of data collected from 
studies on schizophrenics is difficult and as 
Kety(12) has so elegantly pointed out, the 
sources of error are wide and sometimes 
subtle. With these limitations in mind, two 
possible explanations for the observed ex- 
cretion pattern of N-methy]-2-pyridone-5- 
carboxamide are worth considering. The 
decreased basal output could be due to 
dietary factors which are obscured by sup- 
plementing tryptophan. N-methyl-2-pyri- 
done-5-carboxamide is the chief degrada- 
tion product of nicotinamide and the pyri- 
dine nucleotides, all of which are derived 
from dietary tryptophan. 

On the other hand, the mechanism by 
which nicotinamide and its derivatives are 
converted to the pyridone may be malfunc- 
tional in schizophrenics. This idea is dif_i- 
cult to reconcile with the data obtained 
from patients and controls after an oral 
dose of tryptophan. If the assumption is 
made, however, that the degradation of ni- 
cotinamide is inhibited in the schizophrenic, 


a large oral dose of tryptophan could over- 
come the inhibition and obscure the dif- 
ferences noted in the basal urines. In view 
of the work by Woolley and Hoffer, et al., 
mentioned previously, the latter hypothesis 
deserves further investigation. 

Under the experimental conditions re- 
ported here, no significant differences were 
found in the excretion of diazotizable com- 
pounds by schizophrenic patients as ccm- 
pared to normal controls, either at the basal 
level or after oral doses of tryptophan. 


SUMMARY 


Urine from schizophrenic patients and 
normal controls has been analyzed for 
metabolites of tryptophan, before and after 
oral doses of this compound. With the ex- 
ception of the basal excretion of N-methyl- 
2-pyridone-5-carboxamide, significant 
differences in the urinary excretions of tryp- 
tophan metabolites has been found. 
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PROBLEMS IN APPLICATION OF THE BASIC CRITERIA 
OF SCHIZOPHRENIA 


HOWARD N. COOPER, 


INTRODUCTION AND BACKGROUND MATERIAL 


From 1885 to 1897 at the psychiatric 
hospital in Rheinau, Switzerland, and sub- 
sequently at the Burgholtzli, Eugen Bleu- 
ler’s talents turned to a quarter century of 
scholarly observations which in 1911 cul- 
minated in his classic monograph on the 
group of schizophrenias(1). The half cen- 
tury since has magnified the importance of 
this work to the therapist because it per- 
mits of diagnosis and intervention before 
the patient disorganizes to the point of 
blatant symptomatology. 

As a result, steadily increasing numbers 
of cases have been diagnosed as schizo- 
phrenic as the decades have passed. The 
more sophisticated the setting, the more 
academic the hospital, the more trained and 
experienced the psychiatrist, the greater 
is the tendency to observe the more subtle 
manifestations of Bleuler’s 4 fundamental 
symptoms : thinking difficulty re : continu- 
ity of associations, affect disturbances, 
autism, and ambivalence. 

The following questions arise : Is there a 
point of diminishing returns? If a given 
patient is sufficiently “well-organized,” i.e., 
of sufficient “ego strength” so that one must 
strain at subtle nuances in order to estab- 
lish a schizophrenic diagnosis, then how 
valuable is the diagnosis for all descriptive, 
categorical, therapeutic, and prognostic 
purposes ? In short, are all patients who 
pass the test on the 4 fundamental criteria 
(regardless of how low the score) really 
candidates for manifesting the “accessory 
symptoms” of further deterioration ? 


THE CONCEPT OF MEANINGLESS DIAGNOSIS 


In general the clinician is interested in 
the diagnosis of schizophrenia in order to 
help answer certain questions about the 
patient(2, 3, 4): 1. His reality testing. 2. 
Therapeutic technique required. 3. Length 
of treatment and goals of therapy. 4. Po- 


1 Chief of Mental Health, Alameda County, Calif. : 
Highland Hosp., Oakland, Calif. 
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tential for disorganizing. 5. Prognosis. Do 
all patients now considered schizophrenic 
by private therapists, have notably faulty 
reality testing ? Do all patients who show 
Bleuler’s fundamental symptoms, however 
mildly, thereby require radically different 
therapeutic approach, or merely individual 
variations as treatment progresses, as is 
true of all other cases ? Does a patient with 
chief complaint of uncomfortable anxiety, 
who gets classified as schizophrenic only 
after several weeks of careful observation, 
necessarily require lengthier treatment than 
a chronic obsessive-compulsive ? Or should 
the goals be less ambitious ? Should such 
a person invariably be considered a pros- 
pect for disorganization ? Is prognosis mark- 
edly changed by the new “findings”? If 
in the categories of schizophrenia we in- 
clude individual cases for which we must 
answer the above questions in the negative, 
then that diagnosis begins to lose meaning 
for the clinician. 

Fortunately, most experienced therapists 
circumvent the issue by evaluating each in- 
dividual patient on each individual ques- 
tion. It is possible that the most feasible 
method of diagnosis in these cases is the 
one or two paragraph description of psy- 
chopathology. 


THE PROBLEMS OF DIFFERENTIAL DIAGNOSIS 


In addition to the chances of meaningless 
diagnosis there are the pitfalls of mis- 
diagnosis : 

1. The association difficulty(5): In 
schizophrenia the loosening of associations 
is due to distraction from below. Reality is 
not real enough to command full attention 
without a tremendous cost in energy. The 
“ego” is not strong enough to keep un- 
conscious symbolisms and tangential asso- 
ciations from constantly coming to the fore 
and interfering. Hence the “blocking,” the 
“eccentricity,” and the difficulty of under- 
standing verbal and behavioral productions 
of the severe schizophrenic. In less severe 


cases, this thinking difficulty due to dis- 
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traction from below may be confused quite 
easily with non-schizophrenic concentration 
difficulty due to distraction by anxiety, fear, 
tension, or preoccupation. In fact it may be 
impossible to differentiate the two concepts. 

2. The affect difficulty(6) : In the schizo- 
phrenic it may be a good deal less apparent 
than in the depressive or the hysteric, and a 
good deal less “inappropriate” than in the 
case of the “nervous laugh” or the affect 
displacement. 

3. Autism(7) : Frequently this represents 
the phenomenon of the injured creature 
retiring to a corner to lick his wounds. The 
“autism” thus found in reactive tension or 
depression may be almost impossible to 
differentiate from the watching-of-the- 
show-within of the schizophrenic. At any 
rate, this symptom usually is associated 
with the clinical picture of “introversion,” 
whereas many schizophrenics are “extra- 
verts.” 

4. Ambivalence(8) : In the schizophrenic 
this theoretically results from trouble with 
control of questionable or unacceptable 
desires or ideas, with resulting apparently 
impulsive or contradictory behavior, verbal- 
ization, or feelings. In less severe forms of 
the illness it is almost impossible to dif- 
ferentiate from all the other forms of am- 
bivalence so common in the human ex- 
perience. 

Therefore, we may say that the more the 
clinician must strain to establish the diag- 
nosis of schizophrenia, the greater becomes 
the danger not only of meaningless diag- 
nosis, but of misdiagnosis as well. 


CASE HISTORIES 


I should like to illustrate with the case 
histories of 4 patients I treated while in 
practice in New York City during the past 7 
years. 


Case 1.—A.B. presented with chief com- 
plaint of insomnia, tension, and preoccupation 
with encroaching baldness. He was a 26-year- 
old unmarried white accountant ; the youngest 
of 4 siblings, and only male child of an au- 
thoritarian policeman and a would-be ballerina. 
In therapy with one psychiatrist 5 months, he 
discontinued because discussion was getting 
close to uncomfortable sexual material. He then 
undertook treatment with a second psychiatrist 
for 4 months, but this time stopped because no 


uncomfortable areas were touched and there- 
fore “the doctor must be incompetent.” Both 
diagnosed schizophrenia, one “paranoid, am- 
bulatory,” and the other “mixed, incipient.” 

I perceived associational thinking difficulty 
during the first 35 interview hours. Further- 
more, although A.B.’s intelligence was well 


above average, his handling of abstract con- 


ceptualization (proverbs, categories, and com- 
parative definitions) on clinical psychiatric ex- 
amination scored as poor. Minnesota Multi- 
Phasic nality Inventory test scored plus 36 
on schizophrenic scale with good 
validity indices. Preoccupation 
with hair | impressed me as obsessive and 
perhaps deh. al. Hairline and thickness were 
well above ave:age. (Later comparison with 
photographs showed there actually had been a 
very slight but even recession of hairline over 
a 3 to 4-year period, so I could not quite call 
this preoccupation a delusion.) He would dis- 
play strong anger when discussing certain 
minor activities either of his employer or of his 
girl friend. These reactions appeared inappro- 
priate by all external yardsticks but quite ap- 
propriate in terms of the patient's own inner 
associations. A.B. admitted having no close 
male friends. He would sit in his lounge chair 
for hours on end immersed in a rich and gran- 
diose fantasy life. He displayed marked ambiv- 
alence toward the few important individuals 
in his ken : family, employer, and girl friend. 
I concurred in the diagnosis of schizophrenia. 
Then during the fifth month of our associa- 
tion, the following happened within a 3-week 
period : 1. A.B.’s girl friend left him after an 
argument in which she cast aspersions on his 
virility, and 2. He was the only employee in 
his department who received no Chri 
bonus. These events hit upon dynamically 
sensitive areas : the questions of virility, rejec- 
tion, and fear of authority. He reacted with a 
noticeable increase of tension and depression 
but no essential change in fantasy life, no 
inability to work, no deterioration of behavior, 
no clinical increase of thinking difficulty, and 
no significant change in schizophrenic scale of 
the MMPI. Exploration showed that these 
events did function to provide some masochistic 
gratification, as well as to provide some reality- 
validation of low self-esteem. In addition, they 
served to release the patient from what amount- 
ed to a burden : supporting a close heterosexual 
relationship. Nevertheless, these ameliorating 
factors were minimal ; the overall effect was 
severely traumatic. Certainly there was no para- 
dox in the patient’s reaction ; he did not im- 
prove ; symptomatology definitely intensified, 
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but not in the “schizophrenic” direction. 

Three months later, before recovery had 
progressed to the pre-traumatic level, the fol- 
lowing events happened to A.B. within a 
single month : 

1. His left cheek was slashed for a length 
of four inches by street gangs. A scar was in- 
evitable. 

2. He lost a considerable amount of his 
savings in the stock market decline of 1957. 
These occurrences also hit upon dynamically 
sensitive areas: physical appearance, which 
the patient regarded as one of his few remain- 
ing assets ; “castration” anxiety ; and great fear 
of material insecurity (an important symbol). 
This time too, reaction was in terms of tension 
and depression without any change in his 
“schizophrenic” direction. 

Looking for sources of stability one could 
venture that despite all these traumata, 
and despite difficult work relationships, 
A.B. did have the ego resources inherent 
in the day-to-day compulsive performance 
of his accounting job. The fact is, however, 
that before entering therapy, he had come 
through periods of unemployment which 
lasted as long as 6 months without any 
extraordinary discomfort. Also, none of 
these situations was continuous in the sense 
that supporting a family is continuous over 
a period of years. True, such a continuing 
experience might slowly disorganize a “bor- 
derline schizophrenic”; but the patient 
could with perhaps as much probability, 
develop acting-out type defenses as stress 
intensified, and thus reach a level of “ad- 
justment” short of disorganization. 


Case 2.—C.D. was a 29-year-old, white, com- 
mercial artist, the only child of a lawyer of 
limited success and a woman who married for 
security while still enamored of another man. 
Chief complaint: ambivalence per se. Con- 
sidered a very personable girl who frequently 
reciprocated the interest of her many male 
suitors, she inevitably would suffer extreme 
conflict before reaching the point of matri- 
mony. The two marriages she did consum- 
mate ended in divorce “because I always be- 
came so hypercritical.” All close relationships 
were tenuous because they were mixed with 
strong antagonism. I was impressed with as- 
sociational thinking difficulty during the in- 
terviews. Clinical tests of abstract conceptu- 
alization showed many spoiled responses. Ror- 
schach examination uncovered an_ intense 


bizarre fantasy life compatible with schizo- 


phrenia. MMPI test scored plus 38 (T-score 
74) on the schizophrenic scale with good re- 
liability and validity indices (hysteric score 
was within normal limits and patient was not 
especially erotic, frigid, or dramatic). There 
was both depersonalization and derealization. 
Affect appeared blunted in all directions. My 
diagnostic impression was of schizophrenia. 

During her first year of therapy the fashion 
magazine which employed C.D. was discon- 
tined. This meant loss of two emotional sup- 
ports: 1. A very real job gratification and 2. 
Status and material symbols ; her $12,000 an- 
nual salary had enabled C.D. as a young un- 
married woman to partake of many of the 
material graces of midtown Manhattan. After 
this loss she began to engage in sexual promis- 
cuity. The therapeutic process was utilized to 
modify this symptom. She suffered some ac- 
centuation of tension and depression. The in- 
cident provided no ameliorating factors what- 
soever. Nevertheless, there was no essential 
change in fantasy life, no deterioration of the 
routine details of daily behavior, no clinical 
increase of thinking difficulty, no measurable 
change in abstract conceptualization, no signif- 
icant change in schizophrenic scale of MMPI, 
no observable difference in depersonalization or 
derealization, and no change in affect except 
for some depression and some anxiety over 
finances. For the most basic expenses her par- 
ents grudgingly came to her rescue so there 
was no stimulus to cope with a really intrusive 
reality. Any jobs proffered paid much less than 
her previous position. In this setting I was 
unsuccessful in preventing C.D. from marrying 
a man in his 50’s (for whom she felt no at- 
traction) frankly because he was rich. During 
the first 8 to 9 months of this relationship, her 
hypercritical tendency grew, but then reached 
a plateau, and a working equilibrium was es- 
tablished. C.D. manifested ambivalence of the 
usual degree and scope which she brought to 
all her relationships, but no more than that. 
She carried uncomfortable guilt feelings and 
moderate depression but, again, at no time 
displayed any change in a “schizophrenic” di- 
rection. Fantasy life, clinical thinking difficulty, 
Minnesota Multiphasic performance, routine 
behavior, abstract conceptualization, and affect 
range had remained constant. 

Apparently, one major reason this marriage 
did not also end in divorce was that this hus- 
band, for reasons of his own (not the least of 
which was age difference) was much more 
tolerant of what C.D. had to hand out. Ther- 
apy continued until 1957, at which time the 
marriage was two years old and stabilized. A 
semiannual follow-up through 1959 continued 
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to show a “stable” situation with some lifting 
of the chronic mild depression and guilt. 


It may be ventured that this narcissistic 
woman never had been threatened with 
loss of physical attractiveness, a factor 
which conceivably might disorganize her. 
C.D. was not physically attractive, nor was 
natural physical attractiveness: part of her 
self-image. Her assets were personability, 
flair for wearing clothes, intelligence, and 
artistic talent. 


Case 3.—E.F. presented with chief com- 
plaint of a multiplicity of physical symptoms, 
recognized by internists as well as by herself as 
“psychosomatic.” She was a 31-year-old white 
housewife, the second of 3 children (and older 
daughter) of a small-town merchant. Her mo- 
ther died when she was 3 and father remarried 
a year later, this time to an active business 
woman. E.F. had been married for 6 years to 
an advertising copywriter whose income was 
comfortable but not quite as high as that of 
other members of her family. The patient's 
symptoms, which began with the birth of her 
son 4 years previously, had been neuro-muscu- 
lar, cardio-vascular, respiratory, gastro-intes- 
tinal, and dermatologic. A reputable psycholog- 
ical testing service had administered to 
her a complete diagnostic battery before she 
started therapy and concluded that E.F. was an 
“early schizophrenic.” This battery was com- 
pounded of clinical psychiatric examination, 
MMPI, Rorschach, and Thematic Apperception 
Test. I obtained a Minnesota Multiphasic score 
of 46 (T score 86) on the schizophrenic scale 
with good reliability and validity indices. Clin- 
ical examination of abstract thinking showed 
spoiled response to proverbs testing, and poor 
handling of categories and comparative defini- 
tions. Judgment was poor. Overt anxiety was 
minimal ; concentration was adequate ; never- 
theless, there was much blocking on many 
topics. Affect appeared blunted. The first 30 
interview hours strengthened my impression of 
associational thinking difficulty. In addition, 
there were periods of actual rage whenever 
discussion turned to certain locations, dates, 
acquaintances, or events. This rage was appro- 
priate only in terms of the sudden reality of 
her own associations. E.F.’s impulsive reversi- 
bility on almost any issue on which she hap- 
pened to take a strong stand, early observed in 
interviews, was confirmed by her husband and 
by the patient herself. I concurred in the diag- 
nostic impression of schizophrenia. 

During E.F.’s second year of therapy, her 
son contracted a case of poliomyelitis which 


left him with residual quadriceps, peroneus, 
and tibialis impairment. Because of tremendous 
ambivalence toward the child, she reacted with 
great guilt. However, during the acute stages 
of his illness, E.F. was too distracted by the 
demands of reality to show an intensification of 
psychopathology. As acute illness gave way 
to chronic infirmity, she became more and 
more depressed. Somatic symptoms decreased 
as depression increased. I had anticipated this 
sequence as part of a well-known road to 
schizophrenic disorganization. Nevertheless, at 
no time did Minnesota score change significant- 
ly, nor, did clinical examination of abstract 
thinking. There was no deterioration of be- 
havior, no change of fantasy content, no 
perceptible change in thinking difficulty, no 
increase of frequency or intensity of inap- 
propriate rage and no noted increase of am- 
bivalence as gauged by the “impulsive re- 
versibility” of her attitude to people and issues. 
The only augmentation of psychopathology was 
in the non-schizophrenic realm of depressed 
mood, retardation, and non-psychotic self- 
depreciation. 

After 4 months, depression began to lift and 
somatic complaints began to return. (The latter 
faded in due course of therapy over another 


year. ) 


When her son contracted poliomyelitis, 
E. F. had been in therapy for over a year, 
thus having established enough of a thera- 
peutic relationship to permit either the 
working through or supporting of a crisis 
which otherwise might have led to dis- 
organization. But it must be pointed out 
that adverse changes did occur despite the 
therapeutic relationship, that at first these 
changes did look like the approach to overt 
schizophrenic symptomatology, but were 
confined completely to non-schizophrenic 
manifestations instead. 


Case 4.—G.H. presented with chief com- 
plaint of impotence, of one-year duration. He 
was a 31-year-old white sales executive, with 
Stanford Binet score of 120; the older of two 
children (and only son) of a housemaid who 
had been widowed since the patient was 4 
years old. G.H. started out as a studious boy 
but never finished high school, in part because 
of family financial pressures, and in part as an 
over-compensatory surrender to his anti-intel- 
lectual “civil-service-and-baseball” lower in- 
come urban milieu. At 22 he married a nurse 
one year his senior; the couple had 3 sons 
and 1 daughter. She was a “sweet” woman who 
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came from the same socio-economic back- 
ground as the patient, but also shared his in- 
tellectual tastes. 

I perceived an associational thinking diffi- 
culty during the first 25 hours of therapy. Clin- 
ical examination of abstract conceptualization 
scored poorly. MMPI tests scored 40 on schizo- 
phrenic scale (T score 84) with good reli- 
ability and validity indices. Frequently, G.H. 
would be distracted by sudden strong emo- 
tions associated with ordinary daily events. 
For example, he came home from the office 
one evening after submi’ ting an expense sheet 
which was slightly more “padded” than usual. 
Upon entering, he happened to glance at the 
“rabbit ears” television antenna and suddenly 
was overcome with fright. Subsequently, it 
came to mind that the reason for this fright 
was an association of the antenna to the two 
punitive arms of an avenging authority. On 
another occasion while pulling the lever of a 
cigarette dispensing machine, G.H. was sud- 
denly engulfed by depression. Several minutes 
later it occurred to him that the reason for this 
depression was that the last time he used this 
machine, 4 years previously, an unpleasant epi- 
sode took place on the same day. 

The symptom of impotence in itself proved 
to be most immediately involved with strong 
feelings of ambivalence toward his wife. Fa- 
tigue was a problem, and it was disclosed that 
maintaining an extravert facade for his sales 
executive position cost G.H. copious amounts 
of energy. Furthermore, it was the only self- 
image which was acceptable. He stated that he 
spent many hours alone in fantasy (of gran- 
diose content). My diagnostic impression was 
schizophrenia. 

Early in his second year of therapy G.H.’s 
corporation changed administrations. G.H. was 
demoted in position and pay, a factor which 
traumatized the dynamically sensitive area of 
“castration” anxiety and acceptance of iden- 
tity. There were no ameliorating factors be- 
cause the new position demanded just as much 
facade responsibility, and expenditure of en- 
ergy. The patient reacted with tension for 3 
months and then depression for another 4. 
During this period of reaction there was no ob- 
servable change in thinking difficulty, in ab- 
stract conceptualization, in Minnesota Multi- 
phasic score, in intensity or content of fantasy 
life, or in ability to work. There was no noted 
deterioration of behavior or increase of fre- 
quency or severity of episodes of inappropriate 
affect. Ambivalence toward his wife remained 
on an even keel for the time being. In short, 
G.H. did sustain increase of psychopathology 


as a reaction to a traumatic situation, but not 
at all in his “schizophrenic” area. 


CONCLUSIONS AND SUMMARY 


Four cases were diagnosed as schizo- 
phrenic by careful observation and docu- 
mentation. The patients had the following 
in common : 

1. By all symptoms no schizophrenia was 
immediately apparent. It required time and 
attention to establish the diagnosis in all 
cases. But then it remained firmly estab- 
lished by the basic accepted criteria. 

2. The patients were persons of good in- 
telligence and had other assets as well. 
They tended to mobilize many mechanisms 
of defense as “ego” structure threatened to 
“weaken” further. These consisted both of 
additional neurotic defenses and some tend- 
ency toward “acting-out,” but no change 
was manifested in areas considered schizo- 
phrenic. 

Therefore, we are considering a category 
of individuals who belong to the group of 
schizophrenias according to legitimate de- 
finition, but apparently no more capable of 
disorganization, or display of blatant “ac- 
cessory” symptoms, than the next person. 

In each of these instances, schizophrenic 
psychopathology comprised one part of the 
total picture, but did not thereby character- 
ize the case. This concept differs from 
Hoch’s “pseudoneurotic schizophrenia” (9) 
in that the latter describes an illness which 
is schizophrenic for all important clinical 
purposes : disorganization potential, thera- 
peutic technique required, goals of therapy, 
and prognosis. By way of contrast, perhaps 
the best diagnostic approach to the above 
“pseudoschizophrenic neurotic” cases is the 
one or two paragraph description of psy- 
chopathology, with all factors evaluated on 
an individual basis. 
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CLINICAL NOTES 


METHOXYPROMAZINE IN CHRONIC SCHIZOPHRENIA 


MAX APFELDORF, Px.D., HANS G. BAUER, M.D., 
anp THOMAS H. McGAVACK, M.D.' 


Eighteen chronic schizophrenic men, me- 
dian age 62, were subjects of a double blind 
study of the effects of methoxypromazine on 
adjustment. 

Evaluation of the patients was accom- 
plished with 6 periods of evaluation: 1. A 
baseline period of 3 weeks in which the 
patients were maintained on their previous 
regime, 2. A drug free period of 5 weeks, 
3. An experimental period of 9 weeks in 
which half the patients received active 
methoxypromazine and half received place- 
bos, 4. A second experimental period of 6 
weeks in which those subjects who had 
received placebos received the active drug 
and vice versa, 5. A drug free period of 24 
days, 6. A third experimental period in 
which those who received placebos in the 
second experimental period were given the 
active drug and vice versa. 

The daily doses all given orally ranged 
from 150 to 600 mg., but none was below 
300 mg. during the second and third experi- 
mental periods. Increases of dosage were 
made at one to two week intervals. 

The quantitative evaluation was accom- 
plished with a variety of techniques and 
tests. A series of rating scales, called the 
Ward Adjustment Scale, were adopted and 
modified for use with our particular chronic 
hospital patients from such charts as the 
Lorr Multidimensional Scale. 

A weekly rating form tapping three facets 
of patient behavior was devised : 1. Facial 
expression, 2. Patient’s attitude toward per- 
sonnel, and 3. Cooperation. This was used 
by the physician on weekly rounds and by 
the nursing assistant. 

Various psychological tests and _tech- 
niques were also employed. The Porteus 


1 From the VA Center, Martinsburg, W. Va. The 
drug and placebos were furnished through the courte- 
sy of Lederle Laboratories under the trade name, 
Methopromazine. 


72 


Maze Test was selected as measuring fore- 
sight or planning ability. The Picture Dis- 
crimination Test assessed a form of judg- 
ment usually deficient in schizophrenics. 
The Color Naming Test was used to deter- 
mine changes in mental speed. Standard 
questions on orientation for time, place and 
person were also asked by the nursing as- 
sistant and responses to these were quanti- 


fied. 


RESULTS 


Though 18 patients were initially selected 
for these studies, only 12 were able to com- 
plete them. Two became seriously ill and 4 
developed severe problems in adjustment. 

Except in the third experimental period, 
statistical analysis of the data from the re- 
maining 12 subjects failed to yield any 
evidence of improvement while taking 
methoxypromazine. In this period, patients 
taking methoxypromazine scored somewhat 
higher on the Ward Adjustment Scale than 
those receiving a placebo. This indicated 
that they were manifesting more psycho- 
logical and somatic symptoms than the con- 
trol group. 

No significant unpleasant symptoms or 
side effects were observed in any subject. 
There were no abnormal fluctuations of 
pulse, temperature, blood pressure or weight 
which could be attributed to the drug. In 
the following laboratory tests completed 
weekly, no abnormal findings appeared : 
urinalysis, serum bilirubin, and complete 
blood count. 

The present findings are consistent with 
those of other observers, and indicate that 
chronic schizophrenics are less responsive 
than acute schizophrenics to the therapeutic 
action of tranquilizing medications. 


SUMMARY 
No appreciable change in adjustment was 
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noted in 12 chronically ill schizophrenics 


toxic or untoward side effects were noted 


who were subjects of a 6-month double with doses ranging from 100 to 600 mg. 


blind study with methoxypromazine. No 


daily. 


ADJUVANT THERAPY WITH ISOCARBOXAZID ' 


STANLEY R. DEAN, M.D.” 


Iproniazid® has been markedly effective 
as adjuvant therapy in mild and moderate 
depressions(1-4), but its toxic and side 
effects(5-6) led to the search for a less 
toxic but equally or more effective analog. 
Isocarboxazid, a new agent repurted to have 
up to 30 times the potency of the parent 
compound(7), seemed to meet these re- 
quirements(8). Several investigators re- 
ported improvement, with a minimum of 
side effects, in a large proportion of their 
patients. The reports were so encouraging 
that we initiated a trial study in the office 
treatment of 47 patients. 

Our series, composed of 7 males and 40 
females ranging in age between 17 and 74 
years, was divided into 4 categories: re- 
active depressive, schizophrenic apathetic, 
manic-depressive (depressed), and obses- 
sive-compulsive. These syndromes had been 
present for several weeks to several years. 

Dosage of isocarboxazid was individual- 
ized, beginning with 10 to 40 mg. daily for 
2 weeks to 3 months, and either maintained 
at the same level or reduced as patient re- 
sponse indicated. Treatment in 41 patients 
was continued for 1 to 8 months, while 6 
were treated for less than 1 month. 

Isocarboxazid did not replace any of the 
therapeutic measures being employed at the 
start of the study, but in all cases was added 
to the regimen, which included other chem- 
otherapy for some patients, intensive psy- 
chotherapy and hypnonarcosis (with hexo- 
barbital sodium and methamphetamine 
HCl) for all, and ECT when considered 
necessary. 

Patients were given routine medical exam- 
inations at the beginning of treatment and 
at specified intervals thereafter. Although 


1 Marplan, trademark of Hoffmann-La Roche, Nut- 
ley, N. J. 

2122 Forest St., Stamford, Conn. 

3 Marsilid®, Hoffmann-La Roche Inc., Nutley, N. J. 


none had a history of liver or kidney 
disease, they were observed for clinical in- 
dications of liver involvement. 

The degree of improvement was judged 
in the light of our many years of previous 
experience with similar cases. Taking into 
consideration the complete therapeutic pic- 
ture, results with the test drug were judged 
as excellent, good, fair or poor. 

Thirty (63.8%) of the 47 patients had a 
positive response to isocarboxazid. This is 
consistent with improvement (approximate- 
ly 68%) in the general category of “psy- 
chiatric conditions” calculated as the aver- 
age for some 3,000 patients in previous 
studies(9). 

Since the drug was effective in 26 of the 
27 reactive depressive and schizophrenic 
apathetic patients, it would appear to be a 
specific agent for these conditions. How- 
ever, since there were only 4 schizophrenic 
apathetics, no definitive conclusions can be 
drawn for this group, and it should be 
noted that while their mood and coopera- 
tion improved, disturbed thought content 
was not affected. 

In contrast, the drug was judged favor- 
ably in only 4 of the 20 manic-depressive 
and obsessive-compulsive patients. No bet- 
ter results have been obtained with tran- 
quilizers, and further search for an effective 
chemotherapeutic agent for this type of pa- 
tient is definitely needed. 

There was a general tendency toward 
lowering of blood pressure, often beneficial, 
with a return to normal when dosage was 
reduced. Three patients discontinued medi- 
cation because of “nervousness” and one 
was taken off the drug after 2 weeks be- 
cause of orthostatic hypotension. One other 
developed hypotension which responded to 
interruption of treatment and a subsequent 
reduction in dosage; one became consti- 
pated ; 2 developed edema which was rou- 
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tinely managed with diuretics and reduction 
of dosage. One obsessive-compulsive who 
was also an alcoholic regressed, a develop- 
ment that very likely would have occurred 
under any circumstance. 

Fifteen patients who had previously been 
underweight gained an average of 8 pounds. 
No dose-effect relationship was observed. In 
conjunction with hypnonarcosis, isocarbox- 
azid caused moderate to severe headaches 
in most patients. This has not been reported 
in other studies with isocarboxazid and 
should not be considered a potential side 
effect when the drug is administered alone. 


SUMMARY 


In this series of 47 patients with a variety 
of depressive reactions, isocarboxazid pro- 
duced a fair to excellent effect in 63.8% 
overall, and in 26 of the 27 reactive de- 
pressives and schizophrenic apathetics. Al- 
though it did not eliminate nor reduce the 
need for ECT, it was a valuable adjunct to 
ECT and intensive psychotherapy, particu- 
larly in reactive depressions. While not 


found quite as effective as iproniazid, it 
was definitely better tolerated and less toxic, 
with no clinical evidence of hepatoxicity in 
any of the patients. 
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RAPID INTENSIVE TREATMENT OF IMPENDING RELAPSE 


HERMAN C. B. DENBER, M.D., ann PAUL RAJOTTE, M.D.' 


We have observed that the usual methods 
of treating impending relapse are inade- 
quate or unnecessary. Patients are formally 
readmitted and usually stay 3-6 months or 
longer. Many feel after a time that it is 
useless to leave the hospital for they always 
“come back anyway.” Since we were study- 
ing 50 patients in a special research follow- 
up clinic, it was not difficult to discern the 
initial symptoms of a new psychotic episode. 
It was found also that some patients would 
spontaneously ask for “a rest” because they 
“weren't feeling too well.” 


THE PLAN 


Patients showing a recrudescence of 
symptoms that led to their original hos- 


1 Research Division, Manhattan State Hospital, 
Ward's Island, New York City 35, N. Y., and Col- 
lege of Physicians and Surgeons, Columbia Uni- 
versity, New York, N. Y. 


pitalization were asked to stay in the ward 
for a 5 day period during which time they 
would receive intramuscular drugs daily 
and take part in the regular ward program. 
A remission cf symptoms during this period 
made further in-hospital treatment unneces- 
sary. If there were only a moderate im- 
provement (still requiring further treat- 
ment), they would spend the week-end at 
home and return for a second period. At 
the end of this time, they were either for- 
mally readmitted (symptoms unabated ), or 
else left the ward (remission). 

This report concerns 15 patients, 11 of 
whom were between 20 and 40 years of 
age; 14 were schizophrenic (11—para- 
noid ; 3—catatonic). Nine had 2-3 previous 
hospitalizations ; three had 4 previous stays, 
and three had 5 or more admissions. Nine 
patients had been hospitalized one year or 
less prior to placement on convalescent 
care ; one for 1-2 years, and five more than 
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2 years. All were on convalescent care less 
than 9 months before threatened relapse re- 
quired the intensive treatment described 
above. 


METHOD 

Thioperazine (7 cases), proclorperazine 
and chlorpromazine (3 cases ), fluphenazine 
(3 cases), chlorpromazine (1 case), and imi- 
pramine (1 case) were the drugs used. The 
intramuscular route was the choice of ad- 
ministration. Anti-Parkinson drugs were 
used where necessary. All patients tool: 
part in the ward and social therapy pro- 


gram. 


RESULTS 

Eight patients had one single treatment 
period, ranging from 1-6 days with a mean 
of 4.5 days. One spent 4 consecutive week- 
ends in the ward, and 6 had two successive 
periods of treatment, each ranging from 3 
to 8 days. 

Eight patients voluntarily requested ad- 
mission under this program (“I’m sick 
again”), and all left the hospital in re- 
mission. Seven were required to stay on the 
physician’s or family’s request. Only 3 in 
this group were able to leave ; 4 had to be 
readmitted. 

Discontinuation of medication was the 
presumed cause of the threatened relapse in 
9 patients; all 4 readmissions were in 
this group. In 5 cases, added environ- 
mental stress and/or insufficient drugs were 
deemed the precipitating effect. In one case, 
no cause could be assigned. 

There were no episodes of destructiveness 
or aggressiveness in spite of the fact that 
some patients were actively hallucinating. 
There were no untoward drug reactions. 

The follow-up ranges from 4 weeks to 6 
months without’ any further chenge in 
status. 


Discussion 


The importance of continued chemno- 
therapy is again stressed in this study. One 
patient (with 4 hospitalizations) who ex- 
perienced unusually severe extra-pyramidal 
symptoms on drug therapy said, “I’m com- 
ing back to the hospital. I'm sick again be- 


cause I did not take the pills.” Another with 
4 readmissions, the last for 27 months, re- 
lapsed in 5 months and again in 7 months, 
having stopped her medicine each time. 

Ten of the 15 patients showed signs of 
relapse between the fifth and seventh 
months. Therefore, special attention must 
be given to outpatients at this time. The 
shortest period of convalescent care be- 
fore threatening symptoms appeared was 
5 days and the longest 9 months. In the 
first case, the patient left the hospital at the 
same time the physician went on vacation, 
her medication was decreased and there 
were many marital problems. In the second 
cese, 5 weeks after voluntarily having dis- 
continued her maintenance medication, 
there was a full recurrence of the paranoid 
symptomatology. The patient was violently 
opposed to the idea of returning to the 
hospital, but relented when this was pro- 
posed finally as a solution. She left 4 days 
afterwards in a full remission. 

Since this plan has been in operation, 
the patients feel that a return to the hos- 
pital will not last “forever,” and very fre- 
quently spontaneously ask for treatment. 
Separation of the patient from the house- 
hold breaks a reciprocal relationship where 
anxiety and tension mount on both sides. 
The family soon demands hospitalization, 
and then very often the patient actually 
develops acute symptoms. Our method at- 
tempts to avoid this process. 

The observations suggest that signs of 
incipient relapse can be treated in the in- 
tensive manner described, obviating pro- 
longed hospitalization with their attendant 
“hospital-induced” symptoms. 

The 11 patients returning to the com- 
munity stayed in the hospital for a total of 
71 days. Assuming that the relapse would 
have required rehospitalization with an 
average stay of 135 days, then under or- 
dinary circumstances this group would have 
been hospitalized for 1,485 days. 


CONCLUSION 
Rapid intensive in-hospital chemother- 
apy of incipient relapse can prevent a 
psychotic breakdown in the majority of 
cases. 
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A COMPARATIVE TRIAL OF ECT AND TOFRANIL 


E. M. BRUCE, M.B., N. CRONE, M.B., G. FITZPATRICK, M.D., S. J. FREWIN, M.B., 
A. GILLIS, M.B., C. F. LASCELLES, M.B., L. J. LEVENE, M.B., anp 
H. MERSKEY, B.M. 


We have attempted to estimate as far as 
possible the relative value of Tofranil and 
convulsive therapy in depression. Fifty con- 
secutive admissions suffering from depres- 
sion and judged to be sufficiently ill to re- 
quire ECT were given either ECT or To- 
franil by random allocation. Forty-nine of 
these patients had endogenous depression. 
Those given Tofranil received doses rising 
to 75 mgms. t.d.s. followed by maintenance 
doses of 50 mgms. b.d. or t.d.s., or less if 
they were responding well. Those given 
ECT had an average of 6.1 treatments in 
the first month. Barbiturate sedation was 
used as required in both groups. Assess- 
ments were made at one month and three 
months.” 


RESULTS 


One patient refused ECT. Of the re- 
maining 49, 42 completed a month’s treat- 
ment in their original group. In 7, the re- 
sponse to Tofranil was too slow in the opin- 
ion of the responsible clinician to justify 
withholding ECT and these patients as well 
as one who had an anaphylactic reaction 
to the drug after 23 days, were given ECT. 

Of the 22 patients treated only with ECT, 
21 were very much better after one month 
and 16 of the 19 patients treated with To- 
franil were also greatly improved or recov- 
ered after one month. These results show 
a good response to either treatment al- 
though perhaps the degree of improvement 
appears to have been rather better in the 
ECT group. If the 8 patients whose initial 
treatment was interrupted are also placed 


1 Cherry Knowle Hospital, Sunderland Co., Dur- 
ham, England. 

2 This work thas been assisted by a grant for secre- 
tarial expenses from the Scientific and Research Com- 
mittee of the Newcastle Regional Hospital Board 
and by a supply of Tofranil tablets from Messrs. 
Geigy Ltd. 

We also wish to thank Mr. G. Coulthard, Group 
Pharmacist and other members of the hospital staff for 
their willing assistance. 


in the original groups from which they 
were withdrawn and classed as failures of 
their original treatment the trend favours 
ECT, the differences being statistically sig- 
nificant (Chi?—4.348, P<0.05). However, 
only 3 of the 7 who were given ECT after 
Tofranil got better quickly, from which it 
may appear that if a patient does not re- 
spond to Tofranil he is more likely to be- 
long to the small group which is resic‘ant 
also to ECT. 

Another way of treating these findings 
would be to say that each patient who had 
both Tofranil and ECT during the first 
month should be classed as a success or 
failure for each of the treatments. In that 
case a nominal 24 patients responded to 
ECT and 16 to Tofranil, 6 patients failing 
to respond to ECT and 11 failing to respond 
to Tofranil. For this arrangement of the 
results which is perhaps the most objective 
the differences between ECT and Tofranil 
are not statistically significant. Further the 
time taken for treatment in hospital with 
ECT or Tofranil was virtually identical. 

Age distribution and the response to 
treatment showed an equivalent degree of 
success from either treatment at any age. 

In both the pure Tofranil and pure ECT 
groups all but 3 of those who had improved 
after one month were well at three months. 
Of the 8 who had had Tofranil and ECT 
during the first month, however, only 4 
were well after three months. Of the re- 
mainder, one other had committed suicide 
after leaving hospital against advice. 


CONCLUSIONS 


The proportion of patients who improved 
during the first month of treatment was 
higher in the group given ECT but over 
60% of those given Tofranil showed a good 
response in that time, perhaps justifying the 
view that Tofranil may often serve as a 
substitute for ECT. 
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UNRELATEDNESS OF MECHOLYL CHLORIDE AUTONOMIC 


REACTION INDICES 


DAVID PEARL, Pu.D., anp HARRY VANDERKAMP, M.D.' 


In the past few years, disenchantment 
has set in with the use of mecholy] chloride 
as a prognosticator for clinical improvement 
in mental illness. Recent reports have ques- 
tioned the value and reliability of the 
“Funkenstein Test” which utilizes systolic 
blood pressure variations(2). The basic ac- 
curacy of systolic blood pressure changes 
has been questioned since such changes 
are influenced by many extraneous variables 
(2, 3). Funkenstein’s categorization of sub- 
jects into 6 groups based on the shape and 
area of graphed blood pressure changes has 
also been found unsatisfactory. Thus, some 
have resorted to grosser groupings, e.g., 
hypo, normal and hyperautonomic nervous 
system reactivity as defined by the area en- 
closed by systolic changes over the observa- 
tion period(1). 

Elsewhere(6) we have stressed the 
greater reliability and prognostic usefulness 
of pulse rate indices. In a further study, the 
mecholyl test was given to 100 newly ad- 
mitted psychiatric patients. Basal blood 
pressure and pulse rate readings were taken 
and changes over a 15 minute period were 


obtained instead of the more customary 24 | 


minute span. It had been determined that 
pulse rate area for the shorter span cor- 
related .94 with the longer period. Three 
subjects were prematurely terminated with 
atropine due to the severity of their re- 
action. Eighty-two of the remaining sub- 
jects were schizophrenic patients. Data was 
graphed and the correlation of pulse rate 
and systolic blood pressure areas was found 
to be —10, not significantly different from a 
chance or zero relationship. The criterion of 
pulse rate deviation at 7 minutes, previously 
found to be the best single prognostic in- 
dicator(6) also correlated —.10 with systolic 
area. The two pulse rate measures were 
highly related, correlating .86. 


1 Veterans Administration Hospital, Battle Creek 
Mich. 


The lack of relationship of pulse rate and 
systolic blood pressure variables was cor- 
roborated on a second independent sample 
of 50 cases. On this, systolic hlood pressure 
area correlated with —.03 with pulse rate 
area and —.02 with pulse rate deviation. 
Pulse rate deviation correlated .84 with 
pulse rate area. 

Obviously then, pulse and systolic blood 
pressure variables following a mecholy] 
chloride injection do not tap the same pro- 
cess. It is suggested that pulse rate variables 
may be more useful for predictive purposes 
and may tap more significant parameters 
than does the systolic blood pressure mea- 
surement. An illustration is provided in a 
recent study of perception utilizing tachis- 
toscopic presentation of a perceptual span 
test to 53 subjects also given the mecholyl 
test(4). Pulse rate area and Perceptual 
Span score correlated .42, significant at the 
P.o: level of confidence, whereas Systolic 
Blood Pressure Area had a chance correla- 
tion of —.19 with Perceptual Span. Thus a 
pulse criterion of autonomic reactivity was 
related significantly to an important aspect 
of human functioning, whereas the more 
usually utilized systolic blood pressure var- 
iable failed to show any relationship. 
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CASE REPORTS 


GILLES DE LA TOURETTE’S DISEASE 
JEROME M. SCHNECK, M.D.1 


Gilles de la Tourette reported on maladie 
des tics in 1885. It consists of many involun- 
tary movements and coprolalia. Echolalia 
and echokinesis may be present. Patients 
have been described recently by Ascher(1), 
who reviewed the literature, and by Eisen- 
berg, Ascher, and Kanner(2). Cases are 
reported infrequently. 


An 18-year-old girl exhibited involuntary, 
explosive movements of head, neck, body, and 
limbs. She tossed her head backwards or to 
the side. Arms jerked away from or against her 
body. She emitted uncontrolled shrieking 
sounds, barking and sneezing noises. “Shit” and 
“fuck” were exclaimed repeatedly, without 
control. 

She was affable in early childhood. At age 
5 she had episodes of knee-bending. At 8, 
after her sister was born, she had temper 
tantrums that improved during brief psycho- 
therapy. At 9 present mannerisms started. Her 
schooling was obtained at home under special 
arrangements. 

In her speech, the patient now introduced 
comments with an explosive “yeah !”, clicked 
her tongue, and ground her teeth. Her body 
would flex or extend with jolting thrusts. In the 
past, the right or left leg would bend suddenly 
at the knee and result, at times, in falling. 
Movements disappeared during sleep. 

The patient had several medical contacts 
for psychotherapy and pharmacotherapy. In 
reports received, Gilles de la Tourette’s disease 
was apparently not specifically diagnosed and 
perhaps not recognized. She believed symp- 
toms increased during one period of psycho- 
therapy. Barbiturates, benzedrine, thorazine, 
and other medications were of no avail. Thora- 
zine may have made her worse. General phys- 
ical and neurological examinations were 
negative. Electroencephalograms were normal. 
Bilateral chemothalamectomy had once been 
recommended. 

In psychotherapy over several months the 
patient was friendly and loquacious, but super- 
ficial and evasive. Conflict areas were avoided 
by her. She was repressed and sexually im- 


1 Clinical Associate Professor of Psychiatry, State 
University of New York College of Medicine at 
New York City ; Address: 26 West 9th St., New 
York 11, N. Y. 
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mature. She argued much at home with her 
sister and mother, yet denied significant feel- 
ings of hostility. She requested hypnotherapy. 
With stress on hypnotic relaxation, movements 
decreased or disappeared. When verbalization 
was encouraged, voluntary and involuntary 
movements returned. Posthypnotic suggestions 
apparently resulted in fewer movements be- 
tween sessions but there was no remarkable 
change. Feelings of anxiety appeared to in- 
crease as movements diminished. Her mother 
was seen in consultation and the patient asked 
to be present. She showed no reaction to her 
mother’s sharp, almost sadistic criticisms. Later 
she denied having been disturbed by them. 
Yet the diminution in movements obtained 
previously soon disappeared. The patient, hav- 
ing intended originally to continue longer in 
treatment, now expressed a desire to terminate. 
She wanted treatment most when her mother 
had hesitated. She stopped when her mother 
seemed to encourage it. 

The multiple movements and vocal utter- 
ances seemed to be an outlet for intense ag- 
gressive feelings that were impossible for her 
to manage. Also, through denial, she tried to 
hold in check her explosive hostility. It was 
directed primarily at members of her family, 
especially her mother. It was suspected that 
were the symptoms to have been removed 
suddenly in this patient by any means, her 
illness might have assumed psychotic propor- 
tions. 


The etiology of Gilles de la Tourette’s 
disease is unknown. Its manifestations have 
been linked to hysteria, obsessive-compul- 
sive reactions, schizophrenia, and other 
mental states. This patient’s personality 
functioning suggested hysterical patterns 
primarily. Structural brain pathology is 
often mentioned but it has not been sub- 
stantiated in maladie des tics. The prognosis 
is usually considered grave. Some optimism 
is expressed ocassionally in connection with 
psychotherapy. 
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HISTORICAL NOTES 


PIETRO PISANI (1760—1837) : 
A PRECURSOR OF MODERN MENTAL HOSPITAL TREATMENT 


GEORGE MORA! 


Exactly two centuries ago, in 1760, Baron 
Pietro Pisani? was born in Palermo, then 
the capital of the kingdom of Sicily, of a 
rather wealthy family. After studying juris- 
prudence, he became interested in music 
and archeology. From his marriage in 1784 
several children were born. Following the 
death of a son, a precocious musician, in 
1815, he apparently underwent a long pe- 
riod of depression. At the end of it, wien 64 
years old he decided to dedicate the rest of 
his life to humanitarian work and therefore 
accepted the superintendency of the hos- 
pital for mental patients in 1824. 

This hospital, originally built for levers 
in the 12th century, had finally been as- 
signed to mental patients in the 18th cen- 
tury. From the description left by Pisani 
himself, it is clear that the patients were 
kept in a condition of complete abandon- 
ment and that they were mistreated by the 
guardians. During the first three years of his 
superintendency, Pisani built a new hospital 
named Real Casa de’ Matti outside of 
Palermo. The building was divided in two 
floors, for private and ward patients. Male 
and female patients lived in separate quar- 
ters. Among the facilities of the building 
were running water and many baths for 
about 200 patients. 

In the meantime, Pisani elaborated his 
philosophy of treatment in the Istruzioni 
(Regulations), published in 1827. Moral 
treatment, together with all medical tech- 
nical devices, were applied in the hospital 
by the superintendent and his staff. This 


1 Director, Out-Patient Department, Bradley Hos- 
pital, Providence, R. I. ; Research Assistant, Depart- 
ment of History of Medicine, Yale School of Medicine. 

2A more complete and detailed study on Pisani 
has been recently published by the author: Pietro 
Pisani and the mental hospital of Palermo in the 
early 19th century, Bull. Hist. Med., 33 : 230, 1959. 

3 The exact title of this booklet is: Istruzioni per 
la novella Real Casa de’ Matti in Palermo, Palermo, 
1827. 


consisted of full-time physicians and male 
and female attendants. Rounds were held 
frequently and progress and treatment notes 
were kept up to date. Conferences among 
the superintendent and the medical staff 
were held weekly and at the end of each 
patient's hospitalization. The brains of the 
patients who had died in the hospital were 
conserved in the pathological museum. 

Each patient had to be committed to 
the hospital by state authorities and a 
strictly confidential personal history was 
taken from the relatives. After an initial 
bath and a visit to the hospital, the patient, 
accompanied by the physician, the nurse 
and the attendant, was given particular at- 
tention, while being carefully studied. It 
was Pisani’s idea that “in spite of their men- 
tal disorders, patients respond to a frank 
and sincere approach and are able to ex- 
perience feelings of confidence, benevo- 
lence, friendship and pride.” Particular em- 
phasis was put on affectionate and lovable 
manners, which—according to Pisani—could 
remove the mind of the patient from his 
fixed ideas and turn it to good and moral 
principles. 

Regular work, especially outside in farms 
or in gardens (because of the “natural in- 
clination of man towards earth”) was en- 
couraged for all the patients, to make them 
relax and sleep better. They were also em- 
ployed for the internal service of the hos- 
pital, and were paid a small amount of 
money. The therapeutic program included 
dances, physical exercises, songs and dra- 
matic presentations * for both male and fe- 
male patients. The patients were contin- 
uously encouraged to socialize and were 
given progressive responsibilities, in ac- 

4 For the dramatic presentations in mental hospitals 
in the past century, see: G. Mora, Dramatic presen- 
tations by mental patients in the middle of the 19th 
century and A. Dumas’ description, Bull. Hist. Med., 
31: 260, 1957. 
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cordance with their degree of improvement. 
This included moving around the hospital, 
going into town by themselves or with 
others, to the theatre or to shop. As Pisani 
believed that the cause of the patient's 
trouble lay in the family environment, he 
did not allow visits to the patients, until 
they appeared greatly improved. At that 
point, patients were sent home for a trial 
period of three months, and eventually in- 
definitely. The only systems of restriction 
for agitated patients were temporary iso- 
lation and tepid baths. In cases of extreme 
agitation, the patient was securely tied to a 
hammock in a specially padded room and 
then rocked like a child until he fell asleep. 
Although detailed statistics on the results 
of his treatment are not available today, it 
seems that about 160 (namely 2/5) of 400 
patients treated in Palermo in 10 years were 
discharged as cured. This proportion of cures 
was superior to that obtained at Bicétre et 
Salpétriére in Paris. 

In evaluating Pisani’s work in its signifi- 
cance, it is impossible to determine today 
how much of it was original, and how much 
was influenced by contemporary views, such 
as those introduced by Chiarugi in Florence, 
by Pinel in Paris and by W. Tuke in York, 
England. Although Sicily was at that time 
in a period of general, cultural and intel- 
lectual decadence, in very poor economic 
condition and run by a societal hierarchy of 
feudal type, Pisani had travelled extensively 
through Europe in his youth. Furthermore, 
Sicily—following its “discovery” by Goethe 
in 1787—had been visited by a number of 
travellers, such as painters, writers, archeol- 
ogists, or simply tourists in search of adven- 
tures, who had all introduced ideas into the 
island. 

Whatever the question of his originality 
may be, the fact remains that Pisani’s in- 
stitution soon became the point of attraction 
of many visitors, who left interesting de- 
scriptions of it.° In spite of the differences of 
background, interests and accuracy of these 
visitors (among whom were Lord Bucking- 
ham and Alexander Dumas the elder*), the 


5 A special guide, written by a former patient, was 
printed for the visitors: Guida pe’ forestieri che si 
fanno a visitare la Real Casa de’ Matti in Palermo, 
Palermo, Muratori, 183. 


judgment on the organization, the func- 
tioning and the methods of treatment was 
unanimously full of admiration and of ap- 
preciation for Pisani’s work. It was even 
suggested that different governments of 
Europe should use Palermo’s institution as 
a training place to improve the condition of 
their mental hospitals. 

More interesting for us are, however, the 
reports of some physicians who carefully 
visited the institution and left accurate de- 
scriptions of it, such as the German Edward 
W. Giintz in 18297 and, later on, W. Mandt 
and Carl Rust in 1832.8 Because of these 
reports and of the novelty of Pisani’s work, 
his name started to become known and 
honored in other countries. He was made a 
member of the Academy of Medicine of 
Leipzig, of the Royal Academy of London, 
and, in 1836, of the Boston Phrenological 
Society.® In spite of his advanced age, Pisani 
continued to work until his death in 1837, 
during which year he succumbed to a 
violent epidemic of cholera while taking 
care of his beloved patients. 

Pisani’s work continued to remain alive 
among his contemporaries and motivated 
some to publish biographies of him.?® In 
the meantime in 1853, a psychiatric journal 
called Il Pisani, was founded, and, except 
for an interruption of a few years, has re- 
appeared regularly since 1880. In the year 
before his death, Edward W. Giintz pub- 


6 A. Dumas’ description of the mental hospital of 
Palermo is in: Impressions de voyage. Le capitain 
Aréna, Paris, Calmann-Lévy, 1881, pp. 1-24. See also : 
La vie d’ Alexandre Dumas, raconté par A. Dumas. 
Textes recueillis par A. Guerin, Paris, Juillard, 1953, 
pp. 213-221. 

7 For Giintz’s report, see: Giintz, E. W.: Don 
Pietro Baron Pisani, der Vorlaéufer John Conollys, 
Leipzig: Reklam, 1878. 

8 For Mandt and Rust’s report, see : Hoffmann, H. : 
Ein Beitrag zur Geschichte der Psychiatrie, Allg. Zschr. 
}. Psychiatr., 103 : 76+127, 1935. Both reports contain 
the translation of Pisani’s Institutions. 

® The document stating Pisani’s nomination to hon- 
orary member of the Boston Phrenological Society was 
signed by Samuel G. Howe, Secretary, on April 2, 
1836. 

10The most important of these biographies are 
the following three: A. Linares, Biografie e ritratti 
@’illustri siciliani morti nel cholera anno 1837, Paler- 
mo, Alleva, 1838: B. Serio, Biografia del Barone 
Pisani, Palermo, Roberti, 1839 : B. Salemi-Pace, Cenni 
biografici sul Barone Pietro Pisani, Palermo, Virzi, 
1878. 
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lished his important monograph on Pisani, 
containing also the translation of the Regu- 
lations. Mandt and Rust’s report remained 
unedited for more than a century, until it 
was published by H. Hoffmann in abridged 
form. Aside from these publications, Pisani’s 
work remained virtually unnoticed by medi- 
cal historians and psychiatrists. 

Only recently, after the acceptance of 
dynamic psychiatry, has Pisani’s reform 
come to acquire new light and significance. 
Both the influence of his impressive and 
venerable figure and the particular suggest- 
ibility of the Sicilian population (so inclined 
to the acceptance of magic and of super- 
uatural), must have created a condition 
especially favorable to a psychotherapeutic 
atmosphere. Such an atmosphere is definite- 
ly comparable to that created by other 
pioneers of psychiatric reforms, such as 
Chiarugi, Pinel and William Tuke, in spite 


of the less progressive cultural and social 
environment of Sicily. 

Pisani’s principles of treatment, after a 
long oblivion while pathology was upper- 
most in psychiatry, become understandable 
today in the light of such recent psychiatric 
developments as “milieu therapy” and 
“therapeutic environment.” Even detailed 
techniques, such as that of rocking the agi- 
tated patient in a hammock until he fell 
asleep, acquire today a new significance, in 
terms of the concepts of regression and of 
libidinous gratification. 

In spite of the fact that Pisani’s reforms, 
unlike those of Pinel and W. Tuke, were not 
continued after his death, his name should 
be remembered—especially on the occasion 
of the bi-centenary of his birth-among the 
pioneers of modern mental hospital treat- 
ment. 
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ATLANTIC CITY MEETING HIGHLIGHTS 


The 116th Annual Meeting of the Ameri- 
can Psychiatric Association was held in At- 
lantic City, New Jersey, May 9-13, 1960, 
with headquarters at the Traymore Hotel. 
Business meetings and scientific sessions 
were held in Convention Hall. The total 
registration was 5,077 making this one 
of the largest Annual Meetings although 
smaller than the 1959 Annual Meeting by 
27 persons. The registration included 2,434 
members, 1,334 guests, 393 exhibitors, 874 
wives of members, and 42 press representa- 
tives. Foreign guests included psychiatrists 
from Africa, Australia, England, Haiti, Italy, 
Japan, Poland, Portugal, Switzerland, and 
Turkey. The Program included 152 scien- 
tific papers and 19 Round Tables. 

The official opening session was called to 
order by the President, Dr. William Mala- 
mud, at 9:30 a.m. on May 9. Father Doyle 
gave the Invocation, and a welcoming ad- 
dress was presented by the Honorable 
Robert B. Meyner, Governor of New Jersey. 
Following the introduction of Dr. Robert 
H. Felix, President-Elect, by the President, 
reports were presented by Dr. Mathew 
Ross, Medical Director ; Dr. Alfred Auer- 
back, Speaker of the Assembly ; Dr. Robert 
S. Garber, Chairman of the Arrangements 
Committee ; and Dr. John Donnelly, Chair- 
man of the Program Committee. The Secre- 
tary, Dr. C. H. Hardin Branch, announced 
the official membership count as of March 
31, 1960 as 11,037. Later at this session, 490 
new Associate Members and 250 new Mem- 
bers were approved by the membership in 
addition to those members who were ad- 
vanced in status. Upon recommendation by 
the Council, three new District Branches 
were approved by the membership bringing 
the number in the Assembly to 52: Mid- 
Hudson (N. Y.), Nebraska-North Dakota- 
South Dakota, and Ontario. Dr. Addison M. 
Duval, Treasurer, reported that the Associa- 
tion had just completed a reasonably suc- 
cessful year financially and that the overall 
financial condition had improved. Judge 
David L. Bazelon of the U. S. Court of 
Appeals in Washington, D. C. was given the 
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Isaac Ray Award and Dr. Albert J. Stun- 
kard, Associate Professor of Psychiatry at 
the University of Pennsylvania, received the 
Hofheimer Prize. The winner of the 1959 
Mental Hospital Achievement Award was 
the Somerset (Pa.) State Hospital, with 
Honorable Mention awards to the Phila- 
delphia (Pa.) State Hospital and the East- 
ern (Okla. ) State Hospital. The Presidential 
Address was delivered by Dr. Malamud 
with the response by Dr. Felix. The Open- 
ing Exercises were closed with a Benedic- 
tion by Rabbi Weilerstein. 

The second Business Session was called 
to order by the President on Tuesday after- 
noon, May 10, at 2:00 p.m. Dr. Evelyn Ivey, 
Chairman of the Board of Tellers, an- 
nounced the results of the election of Of- 
ficers for 1960-61 as follows : Dr. Walter E. 
Barton, President-Elect ; Dr. D. Griffith Mc- 
Kerracher, Vice President ; Dr. Raymond 
W. Waggoner, Vice President ; Dr. C. H. 
Hardin Branch, Secretary ; Dr. Addison M. 
Duval, Treasurer; incoming Councillors, 
Dr. Daniel Blain ; Dr. David A. Boyd, Jr. ; 
Dr. M. Ralph Kaufman. Proposal No. 1 to 
amend Article III, Section 3 of the Consti- 
tution was approved, Proposal No. 2 to 
amend Article V of the By-Laws was ap- 
proved, and Proposal No. 3, offered as a 
substitute for a portion of Proposal No. 2, 
was defeated. Reports were presented by 
the three Coordinating Committee Chair- 
men : Dr. Harvey J. Tompkins, Committees 
on Technical Aspects of Psychiatry; Dr. 
Wilfred Bloomberg, Committees on Profes- 
sional Standards; and Dr. Paul Lemkau, 
Committees on Community Aspects of Psy- 
chiatry. After a brief recess, the Convoca- 
tion for the newly elected Fellows began 
with the Processional March at 3:00 p.m. 
A total of 162 new Fellows attended the 
ceremony. Highlight of the Convocation 
was the Fellowship Lecture presented by 
Leo W. Simmons, Ph.D., of Columbia Uni- 
versity on “A Sociologist’s Views on Patient 
Care and Treatment.” The ceremony was 
concluded with a Recessional March. 

The next Business Session was held on 
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Wednesday morning, May 11, and was 
called to order by the President at 9:15 a.m. 
The Secretary presented his report to the 
membership reviewing the actions of the 
Council since the last Annual Meeting. 
These were approved on motion from the 
floor. With a separate motion, the member- 
ship also approved Chicago as the site for 
the 1961 Annual Meeting. 

The Annual Dinner was held on Wednes- 
day evening at 7:30 in the American Room 
of the Traymore Hotel and was followed by 
a floor show and dance. Highlight of the 
evening was the presentation of a handsome 
scroll to Dr. Mesrop A. Tarumianz for his 
leadership in establishing the Central In- 
spection Board in 1948 and for his service 
as its Chairman since. The presentation 
was made by Dr. Felix and was acknowl- 
edged by the audience with prolonged ap- 
plause. 

The final Business Session was held on 
Friday, May 13, at 11:30 a.m. After he 
called the meeting to order, Dr. Malamud 
presented the gavel to Dr. Felix signifying 
his installation as President. The Secretary 
reported the actions taken by the Council 
at its meeting on May 12, and these were 
approved by the membership upon motion 
from the floor. Dr. Malamud presented 
Certificates to those who were retiring from 
office and indicated his appreciation to the 
membership and the staff for their assist- 
ance and cooperation during his tenure as 
President. 

Other items of special interest included 
the meeting of the Assembly on May 9-10 
for the seventh consecutive year with 49 
District Branches represented. Their officers 
for 1960-61 are Dr. John R. Saunders, 
Speaker; Dr. Edward Billings, Speaker- 
Elect ; Dr. Lester Shapiro, Recorder ; Dr. 
Alfred Auerback, Past-Speaker; and Dr. 
Walter H. Obenauf, Parliamentarian. Area 
Members of the Policy Committee are Dr. 
Robert S. Garber, Northeast ; Dr. William 
L. Holt, New York; Dr. Hamilton Ford, 
Southern ; Dr. G. Wilse Robinson, Jr., Mid- 
west ; and Dr. G. Creswell Burns, Western. 


The Adolf Meyer Lecture was presented by 
Sir Aubrey Lewis, M.D., F.R.C.P., of Lon- 
don, England at 10:00 a.m. Thursday, May 
12, His subject was “The Study of Defect.” 
The Modern Founders, who played a major 
part in the success of the Building Fund 
Drive several years ago and have continued 
their interest in the development of the 
physical assets of the Association, held their 
second annual luncheon on May 11 with 
forty members and guests in attendance. 
Three new Modern Founders were wel- 
comed into the group, and each member 
was presented a certificate of appreciation 
and a rosette. The experimental Teaching 
Session on “Recent Advances in Biological 
and Cytological Genetics in Relation to Psy- 
chiatry” was well attended and well re- 
ceived. Admission was limited to APA 
members with reservations which were 
available without charge, and 195 members 
took advantage of the opportunity. A novel 
feature of the Annual Meeting was the 
“Videclinic” on Wednesday and Thursday, 
May 11-12, at 2:00 p.m. which utilized a 
large television screen and a closed circuit 
hook-up with Chicago and Ann Arbor to 
telecast the experiments of several doctors. 
The 116th Annual Meeting was officially 
closed at 5:00 p.m. on May 13. 

The meeting was eminently successful 
both scientifically and socially and will 
stand as one of the finest in the history of 
the Association. This success was largely 
due to the great leadership and wise guid- 
ance of Dr. William Malamud, the retiring 
President, and the harmonious cooperation 
of the entire membership, Officers, and 
Committees. Special recognition and thanks 
should go to those who have helped in mak- 
ing this success possible, more particularly 
to Mr. Austin M. Davies, the Executive As- 
sistant ; Dr. Mathew Ross, Medical Direc- 
tor ; and Messrs. Robinson and Turgeon of 
the Central Office; and members of the 
staff of both offices as well as the Commit- 
tees on Arrangements and Program. 

C. H. Hardin Branch, M.D., 
Secretary 


EDITORIAL BOARD CHANGES 


Dr. Walter L. Treadway, who has been torial Board of this Journal since 1936, re- 
an active and valued member of the Edi- cently submitted his resignation, which al- 
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though with regret, was accepted. At the 
annual meeting of the Board during the 
1958 convention of the APA in San Fran- 
cisco Dr. Treadway was with us and we 
had the benefit of his discussion of the mat- 
ters on the agenda of that meeting. 

On behalf of the Editorial Board, I 
would like to express our appreciation of 
Dr. Treadway’s services and of our long 
and happy associations with him. 

To maintain the traditional number of 
members the Council has appointed Dr. 
Kenneth G. Gray a member of the Editorial 


Board as of July 1, 1960. Dr. Gray is a quali- 
fied lawyer, with the added distinction of 
being a Queen’s Counsel. He is also asso- 
ciate professor of psychiatry in the Uni- 
versity of Toronto, and is presently serving 
as chairman of the Committee on Law and 
Psychiatry in the American Psychiatric As- 
sociation. It is pleasant to record that the 
members of the Editorial Board were unani- 
mous in recommending the nomination of 
Dr. Gray to the Council at the meeting of 
that body at Atlantic City in May of this 
year. 


SOCIETY AND ART 


There is no lack of folly in the Arts; they are full of inertia and affectation and of 
what must seem ugliness to a cultivated taste; yet there is no need of bringing the 
catapult of criticism against it: indifference is enough. A society will breed the art 
which it is capable of, and which it deserves. . 


—SANTAYANA 


SCIENTIFIC OBSERVATION 


Put off your imagination as you take off your overcoat when you enter the laboratory ; 
but put it on again, as you do the overcoat, when you leave the laboratory. Before the 
experiment and between whiles let your imagination wrap you around; put it right away 
from yourself during the experiment itself, lest it hinder your observing power. 


—CLAuDE BzRNARD 
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DYNAMIC ORIENTATION 


Editor, Tut AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm : A number of the advertisements of 
positions vacant for psychiatrists in the 
APA Mail Pouch require applicants to be 
“dynamically oriented.” It would be wishful 
thinking to imagine that this meant that 
specially powerful or energetic applicants 
were wanted (dynamis—power, energy). 
What is meant apparently is that applicants 
should be committed to a particular theory 
of psychiatry. 

This phenomenon, which unhappily is 
symptomatic of the general situation of psy- 
chiatry today, can make our profession seem 
ridiculous to other physicians ana to scien- 
tists in general. It is a historical fact that no 
one theory has ever satisfactorily described 


the whole material of a scientific discipline, 
and there is reason to believe that “psy- 
chodynamic” theory is no exception to this 
rule. We would surely be amused, or horri- 
fied, if biology teachers were required to be 
“evolutionists,” or if psychologists had to be 
“behaviouristically oriented.” Let us look at 
out own behaviour in the same light. 

It has also occurred to me, by way of free 
association, that requiring applicants to sub- 
scribe to a particular theory may be an 
unfair employment practice, and as such 
could be challenged in the courts. 


Mark A. Stewart, M.A., M.R.C.S., 
Washington University, 
School of Medicine, 
St. Louis, Mo. 


MARRIAGE ANNULMENT 


Editor, THz AMERICAN JOURNAL OF PsyCHI- 
ATRY : 

Sim : On September 25, 1959, the Supreme 
Court of New York handed down a decision 
which was radically new and which is of 
great interest to psychiatrists. 

In the case Schaefer vs. Schaefer, 192 
N. Y. S. 2d 275, a marriage was annulled 
on ground of fraud. The fraud consisted in 
concealment of the defendant’s (wife's) 
prior hospitalisation in a State Hospital as 
catatonic schizophrenic. There had been 
several such prior admissions, and at the 
time of institution of suit the wife again 
was admitted under this diagnosis to a hos- 
pital. There were three children to this 
marriage and custody was given to the 
plaintiff-husband. The husband had not 
lived with defendant as man and wife since 
he became aware of the facts he claimed 
constitute fraud. 

In the past, all courts have in such cases 
maintained, that no fraud exists and annul- 
ment would not be granted. The courts 
argued, that a mental patient—whether sick, 
recovered or in remission—could not have 
committed a fraud, because fraud means 
intentional withholding of pertinent infor- 


mation which would have prevented the 
plaintiff from marrying defendant had he 
known the true facts which were fraudulent- 
ly withheld by defendant : but a mental pa- 
tient is not aware of the seriousness of his 
disease and that it would be a valid reason 
for plaintiff not to enter marriage ; even if 
recovered, the courts held, insight into the 
seriousness of the disease and the possibility 
of relapse is usually not present. Therefore 
fraud can not exist. The patient will usually 
consider his past hospitalisation as no more 
important than a hospitalisation for mea- 
sles : once it is over it is of no further im- 
portance. This may not be true, but the 
defendant is not aware of it. 

This principle has been completely re- 
versed in the above cited case, and it re- 
mains to be seen, whether the Supreme 
courts of other states will also reverse their 
own previous decisions or the generally held 
view represented by a consensus of opinion 
of all experts in forensic psychiatry. The 
possibility that such suits may now be 
instituted with at least some chance of 
success should be known to all psychiatrists. 

Hans S. Unger, M.D., 
Buffalo, N. Y. 
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OccuPaATIONAL PsycHiatRY NEWSLETTER. 
—The Committee on Occupational Psychi- 
atry, at its semi-annual meeting in Detroit 
in October, 1959, voted to establish a News- 
letter to improve communication among 
those interested in and concerned with the 
health of people at work. 

The Newsletter, the first issue of which 
bears date March, 1960, an 8-page folder. 
is designed to be international in scope. It 
will be published semiannually, or quarter- 
ly as may appear advisable. Single copies 
available from Mental Health Materials 
Center, 104 E. 25, N. Y. 10, N. Y., at $.50. 

Editor of the Newsletter is Alan H. Mc- 
Lean, M.D., I.B.M. Corp., 590 Madison 
Ave., N. Y. 22, N. Y. 


Narcotic Research AT MANHATTAN 
Strate Hosprrau.—A grant of $300,000 has 
been made by the National Institutes of 
Health to the N. Y. State Department of 
Mental Hygiene, matched by a similar ap- 
propriation by the State, for construction of 
a narcotics research facility at Manhattan 
State Hospital. 

The facility will include 20 laboratories, 
animal rooms, library, conference and of- 
fice rooms. A 55-bed narcotic division, al- 
ready established, provides both inpatient 
and outpatient services. 


Nurto Paciric Socrery or NEuROLOGY 
AND PsycutaTry.—The annual meeting of 
the Society was held in the Benjamin Frank- 
lin Hotel, Seattle, on April 8 and 9, 1960. 
The following officers were elected : Presi- 
dent, Peter ™. Lehmann, M.D., Vancouver, 
British Columbia ; President-elect, Robert S. 
Dow, M.D., Portland, Oregon ; Secretary- 
Treasurer, Thomas H. Holmes, M.D., Seat- 
tle, Washington; Executive Committee, 
Edward D. Kloos, M. D., Portland, Ore- 
gon ; Wallace Lindahl, M.D., Seatle, Wash- 
ington ; R. L. Whitman, M.D., Vancouver, 
British Columbia. 


Universiry, MepicaL 
Facutty.—The celebration of the 250th an- 
niversary of the Charité will be held in 
Berlin from November 6 to November 19, 
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1960, in connection with the 150th anni- 
versary of the Humboldt University. Ap- 
plications for participation are to be di- 
rected to the Committee for the Preparation 
of the 250th anniversary of the Charité, 
Berlin N 4, Schumannstrasse 20-21, c/o 
Dozent Dr. med. habil. Dagobert Miiller, 
secretary of the committee. 


Grant-In-Aw ProcraM FoR ALCOHOLISM 
Resgearcu.—Licensed Beverage Industries, 
Inc., has made $500,000 available for a 5- 
year program to investigate the extent of 
alcoholism, its cause and treatment. Grants 
will be awarded to qualified researchers in 
the biological and behavioral sciences. It is 
expected that grants will range between 
$2,000 and $10,000 running for one year. 
Renewal of the grant may be considered. 
The program is administered by a Scientific 
Advisory Committee whose members repre- 
sent a wide range of relevant disciplines. 
For detailed information and application 
forms write to the Scientific Advisory Com- 
mittee of the Licensed Beverage Industries, 
Inc., 155 East 44th St., New York 17, N. Y. 


AMERICAN ACADEMY OF PsyYCHOTHERA- 
pists.—The Western Regional Chapter of 
the American Academy of Fsychotherapists, 
an interdisciplinary organization, held its 
first annual meeting on April 23, 1960 in 
San Jose, California. The professional part 
of the meeting consisted of a Symposium on 
“Peak Experiences in Psychotherapy” led by 
George R. Bach, Ph.D. and Nathan Cooper, 
M.A. Recently elected officers of the Chap- 
ter include Arthur H. Davidson, Ph.D., 
Chairman, Arthur Burton, Ph.D., Chairman- 
Elect and Verda Heisler, Ph.D., Secretary- 
Treasurer. For further information concern- 
ing the Chapter, write to Verda Heisler, 
Ph.D., 2306 Sixth Avenue, San Diego 1, 
California. 


East Bay Psycuiatric AssociaTIon.— 
The officers of this society for the year 1960 
are as follows: Dr. Dora Fishback, Presi- 
dent, Berkeley, Calif.; Dr. Allen S. Mari- 
ner, President-elect, San Leandro, Calif. ; 
Dr. Richard E. Turk, Secretary, Berkeley, 
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Calif. ; Dr. Robert K. Adamson, Treasurer, 
Berkeley, Calif. 

Elected Councillor is : 
Brothers, Berkeley, Calif. 


Dr. Anita U. 


Tue Nationa, Councu..—Gran- 
ville W. Larimore, M. D., Deputy Commis- 
sioner of the New York State Department of 
Health, has been appointed Chairman of 
the 1961 National Health Forum, which 
represents more than 70 member agencies. 

The 1961 Forum will be held at the Wal- 
dorf Astoria Hotel in New York City, March 
13-16, 1961. The general subject for con- 
sideration : “health and Communication.” 
For information address The National 
Health Council, 1790 Broadway, New York 
19, N. Y. 


Universrry Researcu on In- 
SANITY AND THE Law.—A grant of $192,165 
from the National Institute of Mental 
Health has been allotted to the Temple 
University Unit in Law and Psychiatry, and 
goes specifically to Dr. Samuel Polsky, as- 
sociate professor of law, and Dr. Melvin S. 
Heller, assistant professor of psychiatry, co- 
directors of the Unit, for a three-year re- 
search program and study in “Insanity 
Procedures under Federal Law.” 

Under the terms of the grant, Drs. Heller 
and Polsky will make a joint legal and psy- 
chiatric study of the actual factors in the 
determination of competency to stand trial 
and criminal responsibility under Federal 
law. 


Psycuiatric Socrery.—On April 
20, 1960, the following members of the II- 
linois Psychiatric Society were elected for 
the year 1960-61, all of Chicago : President, 
Dr. Joel S. Handler ; President-Elect, Dr. 
Melvin Shabshin ; Secretary-Treasurer, Dr. 


Harold M. Visotsky; Councilors: Dr. 
Frances Hannett, Dr. Jackson A. Smith. 
Delegate to APA Assembly, Dr. Paul E. 
Nielson; Alternate Delegate, Dr. Jewett 
Goldsmith. 


Music Center, New 
York Crry.—This rehabilitation service, es- 
tablished one year ago by the Musician’s 
Emergency Fund in Carnegie Hall, has now 
moved to larger quarters at 50 W. 57th St. 


This was to accommodate the increasing 
number of persons referred by clinics and 
by private psychiatrists. 

The Center gives instrumental and vocal 
instruction as therapy to adult outpatients 
in liaison with the referring physician. 

For information address Miss Florence 
Tyson, Director, Music Rehabilitation Cen- 
ter, 745 Fifth Avenue, New York City. 
PLaza 1-0530. 


Concress or Psycmatry IIl.— 
The Planning Committee for the Third 
World Congress of Psychiatry have in- 
formed us that plans are proceeding satis- 
factorily. Program and other arrangements 
have now progressed to the point where it 
is expected that the second announcement 
will be in the hands of all psychiatrists by 
September next. This announcement will 
contain full details regarding registration, 
accommodation, presentation of papers, and 
other related matters. 

Meanwhile, those who are interested in 
presenting papers at this important meeting 
should notify the General Secretary of the 
Congress prior to September 1, 1960. Ab- 
stracts in triplicate, in not more than 250 
words, in one of the official languages of 
the Congress should reach the Congress of- 
fice at the Allan Memorial Institute, 1025 
Pine Avenue West, Montreal 2, Quebec, 
Canada, not later than December 1. Dr. C. 
A. Roberts is General Secretary of the Con- 


gress. 


PsyYCHIATRY AND THE GENERAL Practi- 
TIONER.—The Western Interstate Commis- 
sion and the Western Council on Mental 
Hedlth Training and Research, through a 
3-year grant from the National Institute of 
Mental Health, has begun an annual series 
of four 10 week courses in the psychiatric 
aspects of medical practice for general 
practitioners and other physicians in com- 
munities remote from medical teaching cen- 
ters. This program is designed to augment 
the psychiatric knowledge and skills of 
physicians in community practice. 

Courses have been held in Billings, Mon- 
tana ; Laramie, Wyoming ; Phoenix, Arizo- 
na; and Lebanon, Oregon. Eventually 
courses will be given in all of the 13 West- 
ern states. 
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Klaus Berblinger, M.D., chief of clinical 
services at the Langley-Porter Neuropsychi- 
atric Institute, San Francisco, is director of 
training and Warren T. Vaughan, M.D., 
director, WICHE Mental Health Project, is 
liaison officer and coordinator. 


Dr. L. E. Penntncton.—The death of Dr. 
Pennington, a Life Fellow of the APA 
and a veteran of World War 1, occurred 
May 17, 1960 at his home in Jackson, Miss. 
at the age of 70. 

Dr. Pennington was a graduate of the 
College of Pharmacy and Medicine of 
Emory University, Atlanta, Ga. He had 
served as superintendent of several mental 
hospitals and was also the founder of the 
Pennington Sanitarium in South Bend, Indi- 
ana. He had been the clinical director of 
Terrell State Hospital, Terrell, Tex. Later 
he joined the staff of the Mississippi State 
Hospital. He was past president of the 
Baldwin Medical Society ; and was clinical 
instructor in psychiatry at the Mississippi 
Medical Center, attending physician at the 
University Hospital and a member of staff 
of the Veterans Administration Hospital at 
the time of his death. 


Universiry MepicaL CeENTER.— 
The opening of a new 23-bed open floor 
unit for the treatment of combined mental 
and physical ills is announced by Dr. O. 
Spurgeon English, Head of the Department 
of Psychiatry. Although geared primarily 
to psychotherapeutic techniques, adjunctive 
treatment in the new section will include 
the use of drugs and electroshock. Dr. 
Harold Winn has been named director of 
the new section. 


Size or AMERICAN Famities.—The AMA 
News quotes U. S. Census report that the 
size of the average American family in- 
creased from 3.54 in 1950 to 3.66 in 1959. 
Southern families numbering 3.81 were 
larger than those in any other region in the 
United States. 


Foreign Mepicat Grapuates.—Of 6,029 
foreign doctors who took the examination 
set by the Educational Council to qualify 
them to practice in the United States, as 
reported by AMA News, 3,345 (55.5%) 


passed (the qualifying mark was 70). Only 
33.1% scored 75 or better. 


Tue Epwarp A. Strecker Awarp.—The 
first annual Edward A. Strecker Memorial 
Award for “outstanding service in the field 
of psychiatric aftercare” was presented by 
Horizon House, Inc. at its eighth annual 
community meeting May 18, 1960. Dr. 
Margaret Mead, cultural anthropologist, 
was the principal speaker at the meeting. 

Judge David L. Ullman, a director of 
Horizon House presented the Memorial 
Medal to Walter A. Munns, president of 
Smith Kline & French Laboratories for the 
active support by the Philadelphia phar- 
maceutical house in cooperation with state 
mental health authorities throughout the 
country of after-care programs for released 
mental patients. Many patients have been 
enabled through these services to avoid a 
return to the hospital, and sizable savings 
for the state have also resulted. 

Horizon House was established in 1953. 
It is a non-profit center which provides 
social rehabilitation, individual counseling 
and vocational services. A psychiatrically- 
trained professional staff is available to the 
patients at all times. 

Dr. Strecker was for many years head of 
the department of psychiatry at the Uni- 
versity of Pennsylvania, and was one of the 
first directors of Horizon House. 


Tue INTERNATIONAL SOCIETY OF THE Psy- 
CHOPATHOLOGY oF Expression.—The sec- 
ond International Congress on Psychopath- 
ological Art will take place October 7-10, 
1960 in Catania, Sicily. Manuscripts for 
presentation at this Congress must be sub- 
mitted before July 15 to Dr. Gattuso, Uni- 
versity of Catania, Sicily. Papers will be 
edited in the four official languages of the 
Congress, French, Italian, English and Ger- 
man. Paintings and drawings for the Ex- 
position of Psychological Art associated 
with the meeting must be sent before Au- 
gust 31, 1960 to the same address. Those 
who intend to participate may register by 
writing to Prof. C. Pero, University of Ca- 
tania, Sicily. The President of the Society 
is: Professor agr. R. Volmat, Centre Psy- 
chiatrigue Sainte-Anne, 1 Rue Cabanis, 
Paris 14, France. 
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Current TRENDS IN THE DescRIPTION AND 
Ana.ysis oF Benavior. Edited by Robert 
A. Patton. (Pittsburgh : University of Pitts- 
burgh Press, 1958, pp. 242. $4.00.) 


This book is the ninth in the Current Trends 
in Psychology Series. Like its predecessors, it 
contains a series of papers delivered at the 
University of Pittsburgh, under the auspices 
of the Department of Psychology. The wa, 
ing theme which was supposed to bind 

apers together was one of measurement, 
since there is the continuous need for the 
development of methods to quantify the stub- 
born and elusive phenomena of behavior.” The 
title of the book even suggests that this theme, 
like behavior itself, is too elusive to serve as 
the matrix for the gallimaufry of topics pre- 
sented; only a few of the papers describe 
quantitative methods. 

Without a unifying theme to serve as the 
focus of critical comment, it becomes neces- 
sary to review the series of papers independ- 
ently. 

I found the first two articles, by Robert 
Glaser and by Joseph Zubin, of particular 
interest. Glaser’s paper, “Descriptive Variables 
for the Study of Task-Oriented Groups,” de- 
scribes quantitative sociometric methods for 
analyzing the behavior of small groups, par- 
ticularly a task-oriented group such as a 
gunnery team. His method is ingenious and 
can have wider applications to “social process” 
as well as “task” variables. Zubin’s paper, “A 
Biometric Model for Psychopathology,” is a 
critique of present-day conceptual models 
designed for the understanding of psycho- 
pathology. He feels that we are still in a 
pre-Newtonian era, “Abnormal psychology is 
waiting for its Newton to provide new integrat- 
ing concepts.” Zubin sets up a possibly useful 

aradigm involving various levels of observed 

havior i.e., conceptual, psychomotor, - 
ceptual, sensory, and physiological. 
ot behavior can be accomplished by comparing 
the responses at the various levels at the idling 
state and with various stimuli, inappropriate, 
appropriate, configural, etc. He feels that with 

is technique “the patient population can be 
diagnosed more objectively, prognostic indi- 
cators of outcome promuigated, and the most 
suitable therapy for each type of patient de- 
termined.” 

In “Psychophysiology and Perception,” Don- 
ald B. Lindsley discusses the impact of new 


information regarding the ascending reticular 
activating system upon psychology. The effect 
of ARAS upon discrimination, perception, moti- 
vation, and selective attention and its role in 
the elaboration and integration of sensory 
messages is discussed in a very lucid way. He 
makes a plea for a fuller knowledge of the 
central nervous system functions as a signif- 
icant factor “in the formulation of problems 
and the design of experiments in psychology.” 

Vincent Nowlis, in his paper, “On the 
Use of Drugs in the Analysis of Complex Hu- 
man Behavior with Emphasis on the Study of 
Mood,” describes some unusual methodological 
gambits in which he uses drugs to “control 
or systematically change factors relevant to 
basic psychological problems.” He uses drugs 
to study psychology, rather than psycholo 
to study drugs, though the two cannot be al- 
together separated. 

Roy M. Hamlin’s paper, “Scientific Method- 
ology in the Area of Psychotherapy,” is ramb- 
ling and discursive, although he makes some 
excellent criticisms of the theoretical indoc- 
trination inherent in psychoanalytic training as 
it is customarily conducted. He quotes Glover 
as saying that “the psychoanalytic training pro- 
cedure is that of a self-reinforcing system with 
tremendous internal resistances to change.” No 
one can disagree with Hamlin’s feeling that 
we ought to “analyze and evaluate psycho- 
therapy in a thorough-going, scientific fashion.” 
A lot of people have been saying that for 
years, but only now are a few doing some- 
thing about it. 


I. Lier, M.D.., 
New Orleans, La. 


GrowtH AND DEVELOPMENT OF CHILDREN. 
By Ernest H. Watson and George H. Low- 
rey. 3rd ed. (Chicago : Yearbook Publish- 
ers, Inc. 1958, pp. 334. $7.75.) 


The first edition of this work was published 
in 1952, the second in 1954, and the appear- 
ance of a third edition in 1958 indicates that 
this compact book has established a permanent 
place for itself. Indeed, the book has become 
the vade mecum of students and pediatricians 
preparing for the examinations of the Amer- 
ican Board of Pediatrics. It is an excellent 
book, crammed with the most useful informa- 
tion, most readably set out, and easily assimi- 
lated by the reader. Every aspect of the 
growth and development of the child is cov- 
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ered, and the chapter devoted to the growth 
and development of “Behavior and Personal- 
ity” is as full of useful facts and normative 
standards as the rest of the book, but in cer- 
tain places it suffers from an unexpected fuzzi- 
ness. We are told that “The ego has been 
defined as the seat of consciousness, and it 
controls voluntary actions.” Such an archaism 
is surely going to be the reverse of helpful 
to the reader. There is no evidence anywhere 
in this chapter that Freud ever lived and 
wrote. Surely Freud’s view of go develop- 
ment was worth half-a-dozen lines 
There is a great deal more evidence avail- 
able on the effects of prenatal influences on 
the physical development of the organism 
than the authors appear to be inclined to be- 
lieve, and the physiology of adolescent develop- 
ment would have benefited from definitions 
which are more in keeping with the physio- 
logical facts. At this late date one surely would 
expect some discussion of the at 
of adolescent sterility from the physical, psy- 
chological, and social viewpoints. But these 
are the comments of a carping reviewer. The 
book is first-rate, abundantly supplied with 
the necessary tables, figures, and illustrations, 
references, and a good index. It will deserved- 
ly enjoy a long and useful life. 
AsHLeY Montacu, Pu.D., 
Princeton, N. J. 


PATHOLOGY OF TuMOURS OF THE Sys- 
tem. By Dorothy S. Russell, L. J. Rubin- 
stein, and C. E. Lumsden. (London: 
Edward Armold and Baltimore; The 
Williams and Wilkins Co., 1959, pp. 318, 
figs. 286. $13.50.) 


This companion volume to Neuropathology 
by Greenfield, Blackwood, McMenemey, Mey- 
er and Norman, (1958), is welcomed as com- 
pleting the modern British views in this im- 
portant field of pathology. 

The early chapters of the book are con- 
cerned with congenital tumours ; meningiomas 
(with which primary sarcomata of meninges 
and brain are discussed) ; tumours of reticular 
tissue and tumours and hamartomas of blood- 
vessels. 

The main chapter of the work, on primary 
tumours of neuro-ectodermal origin, accepts 
fully the view of anaplasia or de-differentia- 
tion in the production of gliomata of increasing 
malignancy, but does not accept the various 
methods, which have been advocated, of 
“grading” these tumours. The term’s “malig- 
nant or anaplastic” astrocytoma and “glio- 
blastoma multiforme” are, therefore, retained. 


The medulloblastoma is considered to be es- 
sentially a cerebellar tumour. It is described 
among the gliomata, but its possible neuro- 
blastic origin is discussed. 

The description of pineal neoplasms is im- 
portant because of the authority with which 
the senior author writes. 

An interesting discussion of the growth and 
dissemination of neuro-ectodermal tumors is 
followed by a chapter on the important subject 
of deformations of the brain produced by intra- 
cranial tumours. A chapter is devoted to sec- 
ondary (metastatic) tumours. 

Tumours of nerve-roots, peripheral nerves 
and peripheral neuronal tumours are well and 
fully discussed. 

Finally, Professor Lumsden adds a chapter 
on tissue-culture of brain tumours, which is 
mainly a description of his results of “culturing” 
39 tumours of varying histological malignancy 
in the astrocytoma-glioblastoma group. It will 
be of interest to see how his interpretation of 
his observations tallies with that of other 
workers. 

The format of the book is uniform with its 
companion volume, the illustrations are ex- 
cellent and the index is adequate. It will be 
a valuable and comprehensive chart to all who 
sail the stormy seas of neoplasia of the nerv- 
ous system. 

Eric A. Line, M.D., 
Toronto, Ont. 


EpmemioLocy oF MENTAL Disorver. Edited 
By Benjamin Pasamanick. (Washington, 
D. C. : Publication No. 69 of the American 
Association for the Advancement of Sci- 
ence, pp. 336, ills., 1959. $6.50. [$5.75 to 
members of A.A.A.S.]) 


The twelve papers composing this sym- 
posium were presented at the New York meet- 
ing of the American Association for the Ad- 
vancement of Science, December 27-28, 1956. 

The symposium was organized by the 
American Psychiatric Association to commem- 
orate the centennial of the birth of Emil 
Kraepelin, and was cosponsored by the Ameri- 
can Public Health Association. 

In his preface Pasamanick states: “Krae- 
pelin’s greatest contribution to psychiatry was 
his construction of a rational and usable classi- 
fication of mental diseases, the first step in 
the systematic investigation of the etiology of 
disease. It is painful to note that we have 
advanced little since his death and, indeed, in 
many areas of psychiatry have regressed to 
that prescientific level, the unsystematic 
statements of outstanding clinicians.” And 
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he adds, “By some, categorization of disease 
states has been decried as unnecessary and 
even harmful.” 

The participants in this colloquium represent 
an extroardinarily wide range of investigation 
—psychiatry, psychology, sociology, public 
health, biostatistics, pediatrics, anthropology, 
genetics and medicine. Each paper is followed 
by a prepared discussion which contributes 
additional data. 

The symposium was opened by Eugen 
Kahn’s masterly Emil Kraepelin Memorial 
Lecture. Kahn gives not only the main features 
of Kraepelin’s life and of his career in psy- 
chiatry but also a condensed history of psy- 
chiatry itself during the nineteenth century, to 
show the impact of Kraepelin’s teaching and 
the progress his orderly classification made 
possible. He cites the enduring concepts of the 
manic-depressive states and dementia praecox 
which Kraepelin set up, and quotes Bleuler : 
“The whole idea of dementia praecox stems 
from Kraepelin . . . The cradle of the concept 
is the fifth edition of Kraepelin’s Psychiatry, 
1896.” And Kahn adds: “The work of more 
than one generation of psychiatrists would not 
have been possible without Kraepelin’s achieve- 
ments . . . Thirty years after Kraepelin’s 
death there is no doubt as regards the clinical 
validity of the most important part of his psy- 
chiatric work.” Best of all, Kahn gives a portrait 
of Kraepelin as his students and colleagues 
knew him, and as only one who had worked 
with the master could do. 

In discussing the paper, A Survey of Mental 
Diseases in an Urban Population, by Pasama- 
nick, Roberts, Lemkau and Krueger, Diethelm 
paid further tribute to Kraepelin. He spoke of 
his “contributions of great value [among 
which] are his diagnostic classifications which 
have withstood the test of time.” Noting that 
Kraepelin had been trained in experimental 
psychology under Wundt, Diethelm recalls 
that it was he “who brought an experimental 
basis to psychopathology versus a merely 
descriptive basis.” He continues: “Kraepelin 
was the first one, so far as I know, who intro- 
duced an interdisciplinary approach . . . plac- 
ing representatives of various disciplines on 
the same level . . . I think that we psychiatrists 
should be modest and see where our place is 
when we work with other disciplines.” 

Epidemiological studies are especially diffi- 
cult and time consuming and liable to 
hazardous deductions, and the report by 
Pasamanick, et al. of their survey in the Balti- 
more area exemplifies caution in drawing con- 
clusions. Referring to the exaggeration of other 
recent surveys that reported “approximately 


two-thirds of the population being mentally 
ill,” these observers concluded that their own 
finding that “approximately one-tenth of an 
urban population have one or more of the 
relatively well-defined mental disorders is suf- 
ficiently alarming.” 

In a study of personality change during 
adolescence based on test methods, Mangus 
and Dager examined 384 school children at 
the end of their first decade of life, with 
retest at the end of their second decade of life 
while in the upper grades of high school. 

The results showed “that 14.1% of the 
subjects changed significantly upwards in their 
personality test scores while 8.6% moved down- 
ward to significantly lower levels of mental 
health. These rates and directions of change 
were about the same regardless of sex, age, 
or IQ of the subjects.” 

Significant factors in these changes were 
found to be such events as “have important 
impacts on the subject's conception of him- 
self.” 

Considering the epidemiological aspects of 
prognosis, Zubin and Burdock quote from a 
study by Kraepelin written in 1894 in which 
he forecast the possibility by means of psycho- 
logical tests of detecting individual deviations, 
“especially of the inborn pathological dis- 
position . . . which cannot be recognized by 
ordinary observation.” The detection of such 
deviations throws light on both predisposition 
and prognosis. Zubin and his associates remind 
us that it was Kraepelin “who introduced 
prognosis and follow-up studies into psychi- 
atry” by means of “longitudinal” studies of 
many individual patients. His tour de force 
of “diagnosis by outcome” enabled him “to 
disentangle the nondeteriorating from the de- 
teriorating psychoses, and in the latter he was 
able to distinguish the course of organic 
deterioration from that of functional deteriora- 
tion. Such accomplishments loom large when 
compared with the confusion which preceded 
Kraepelin.” 

The authors note that epidemiological studies 
in mental disorders are still in a very early 
stage of development and have been mainly 
concerned with etiology. But in view of the 
importance of environmental factors not only 
in causation but also in rehabilitation the need 
for wider epidemiological research directed to 
the outcome of psychiatric disabilities is ob- 
vious. Some of the specific problems of 
epidemiological prognosis are discussed and 
attention is called to the wide gap that still 
exists between the achievements of epidemi- 
ology in the field of physical disease and its 
contributions in mental disease. 
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It would be of interest to review all the 
studies reported in this book but space limits 
us to brief and more or less random references. 
It is a valuable symposium, carrying forward 
leads that Kraepelin opened many years ago, 
and by bringing together representative con- 
temporary views and results of recent studies 
emphasizes the role of epidemiology in psy- 
chiatric research. 

C. B. F. 


PsycuoLocy AND Re.icion : West AnD East, 
Vou. 11. By C. G. Jung. (New York: 
Pantheon Books Inc., 1958, pp. 608. 
$6.00. ) 


This volume of collected works of Dr. Jung 
contains writings on Western and Eastern re- 
ligions from the years 1928 through 1954. 
Dr. Jung’s basic considerations here are with 
Western religions and in this volume there 
appears the first translation of A Psychological 
Approach to the Dogma of the Trinity. 

Present day psychiatry has seen the trend 
toward cooperation and a better understand- 
ing between religion and psychiatry. There 
have been sections at the American Psychi- 
atric meetings devoted to this topic. The 
Academy of Religion and Mental Health is 
a strong union of clergy and doctors, sitting 
down in an effort to understand the work of 
the other more clearly. Dr. Jung’s masterful 
writings here assembled under one cover are 
stimulating, provocative, and I am sure in 
some quarters and to some individuals would 
be considered controversial. However one may 
be oriented as to religion and to the kind of 
psychiatric therapeutic procedures and theories 
followed, the material in this book would be 
of immense interest and definite value to every- 
one in psychiatry, its allied fields and religion. 

There is a greater detail of concern with the 
religions of the West than the East. Dr. Jung 
makes some deductions and conclusions as to 
the loss of symbolism in Protestantism and the 
psychological strengths embodied in some 
of the rituals of the Catholic Church. His dis- 
cussion of the dogma of the Trinity and the 
Assumption of Mary is coherent and challeng- 
ing. 

A recent Broadway production, entitled 
“J.B.” has stirred the imagination of theologists 
and psychologists and there are wide varia- 
tions in the attempts to explain what the 
author of the play meant to convey. A na- 
tional magazine carried articles by 3 leading 
clergymen of the 3 major faiths on their own 
ideas about what “J.B.” meant. However, 
Jung, in a brilliant composition entitled “An- 


swer to Job,” which was first writter in 1952, 
seems to get at the heart of the matter and 
really scoops the learned press and our friends 
in the clergy. He presents a profound and 
interesting evolution of what was the answer 
to Job, God’s decision to learn from Job's 
experience and morality, to become a man and 
appear as Son of God, Christ. 

Dr. Jung points out that the object of mutual 
concern is the psychically sick and suffering 
human being who is in need of consideration 
as much from the somatic or biological stand- 
point as from the spiritual or religious. This 
work should strengthen the goals of better 
understanding between the two major fields 
of religion and psychiatry. With each re- 
reading the essays shed new light. Some 
might find the tone of Jung’s comments rather 
dogmatic or authoritative ; however, the basic 
impact is of stimulation, not offense, and it 
becomes a very worthwhile and meaningful ex- 
perience that would well be shared by our 
fellow readers. The comments about the 
reign of the anti-Christ will be of specific 
interest, I am sure, to theologians. I would dare 
say that through this collection of writings 
one also carries away a very strong impression 
of the extent and depth of understanding that 
Dr. Jung has of the writings in the Bible and 
other material of history prior to the record 
of the Bible, and each point is buttressed by 
many cross references, many examples, with 
copious footnotes, the bibliography alone ex- 
ceeding 27 pages. 

Psychology and religion, west and east, will 
gain by the publication of works such as this 
by Dr. C. G. Jung. 

R. B. Derrcuman, M.D.., 
Saint Louis, Mo. 


SocroLocy Topay, AND ProsPECcTs. 
Edited by Robert K. Merton, Leonard 
Broom, and Leonard §S. Cottrell. (New 
York : Basic Books, Inc., pp. 623 including 
index, 1959. $7.50.) 


Sociology Today is in more than one sense 
a monumental work. It is a large book—in 
format and in bulk. It embraces a series of 
25 sociological expositions. Robert K. Merton 
writes the Introduction, Notes on Problem- 
Finding in Sociology. 

The subtitle, “Problems and Prospects,” in 
effect, and even as the editors affirm, but 
loosely, and I would add, inadequately, de- 
scribes the nature and the scope of the texts 
presented. They embrace a good deal of his- 
torical and background data, provide much 
information on current works in sociology, and 
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sketch in judicious and critical terms the pre- 
vailing trends and countertrends in sociological 
thought, theory, and philosophy. 

Sociology Today is neither a textbook nor 
yet a work to be read “from cover to cover”— 
save possihly by the academic sociologist who 
must cover the field entire. Of the 25 essays 
included in the volume, 2 (and also the In- 
troduction) deal with Problems in Sociological 
Theory and Methodology. Eight are devoted 
to Problems in the Sociology of Institutions. 
Among the “institutions” treated are, politics, 
law, education, religion, the family, art, 
science, and medicine. Among these Bernard 
Barber’s The Sociology of Science is likely to 
prove of particular interest to the psychiatrist 
and medical educator. Three essays deal with 
The Group and the Person, and 7 with Prob- 
lems in Demographic and Social Structures. 
Five essays deal with Selected Applications 
of Sociology. Among these, John A. Clausen’s 
The Sociolegy of Mental Illness, and Crimi- 
nological Research by Marshall B. Clinard—are 
particularly pertinent to the psychiatrists’ con- 
cerns. 

This volume is, all in all, a first class work. 
It is also singularly free of the “jargonese” that 
is all too common in sociological texts. 
Iaco Gapston, M.D., 
Academy of Medicine, 
New York City. 


Treory or PsycHoANALyTIC TecHuNigue. By 
Karl A. Menninger. (New York: Basic 
Books, Inc., 1958, pp. 206. $4.75.) 


It is now almost 30 years since Karl 
Menninger wrote a perennial best seller in 
the field of dynamic psychiatry, The Human 
Mind. It was followed by such works as 
Man Against Himself, Love Against Hate, 
various technical volumes and hundreds of 
scientific papers and addresses. Now he has 
addressed himself to a subject generally 
avoided by even the most prolific psychoan- 
alytic writers. 

The preface opens with a most appro- 
priate quotation from Fenichel : “It is amazing 
how small a proportion of the very extensive 
psychoanalytic literature is devoted to psy- 
choanalytic technique and how much less to 
the theory of technique.” The current volume 
is, in the author's words, “about theory—the 
theory of therapy. It is not a manual of practice, 
but an examination of some of the psycho- 
dynamic principles operative in the practice.” 
This is an accurate statement and answers in 


advance those who would find it, despite its 


excellence, not encyclopaedic in content and 
scope. 

This is no do-it-yourself handbook of psy- 
choanalysis. It is an earnest statement of one 
eminent psychoanalytic scholar’s concept of the 
theory of treatment, based upon years of 
assiduous study, practice and teaching. Clar- 
ified through constant exposure to the cor- 
rective comments of the keen minds of 
perceptive colleagues, his observations and 
formulations furnish a rich and rewarding 
field for study to the serious student of 
psychoanalysis. 

The organization of the book is relatively 
simple, focusing on: (a) the psychoanalytic 
treatment situation as a two-party transaction 
or contract ; (b) the regression which regularly 
occurs, discussed in terms of the reaction of 
the patient to the treatment situation; (c) 
transference and countertransference consid- 
ered as in involuntary participation of the 
therapist in the treatment process ; (d) resist- 
ance described in terms of the many para- 
doxical tendencies exhibited by the patient 
toward defeating the purpose of the thera- 
peutic contract; (e) interpretation and other 
interventions discussed in terms of voluntary 
participation of the therapist, and (f) termi- 
nation of the contract, the separation of the 
patient and therapist, which remains an un- 
solved riddle of analytic theory. 

The book is well-written ; significant writ- 
ers’ opinions are clearly expressed and the 
text is filled with apt and enlightening quo- 
tations, so characteristic of the author’s style. 

Many of the quotations as well as the 
author's opinions will probably prove sur- 
prising, both to those psychoanalytic practition- 
ers who consider themselves orthodox in their 
methods and to those whose acceptance or 
understanding of psychoanalytic practice is 
skeptical at best. For example, quoting Freud : 
“I consider it quite justifiable to resort to 
more convenient methods of healing as long 
as there is any prospect of attaining anything 
by their means.” This would seem to suggest 
that were Freud in practice today, he would 
certainly prefer the judicious use of electro- 
shock treatment for severe depressions, rather 
than months or years of analysis. 

In discussing the necessity for a certain 
attitude or frame of mind on the part of the 
psychoanalyst towards his task in the psy- 
choanalytic situation, Menninger comments 
on the difficulty the average young doctor has 
to restrain himself from doing or saying some- 
thing while the patient is struggling through 
the various steps of self-discovery. Menninger 
adds: “This restraint is very hard for the 
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average young doctor, particularly for the 
psychiatrist, to exercise—with the exception 
of those constitutionally passive individuals 
who seem to operate on the theory that healing 
rays emanate from them so that patients should 
get well by virtue of merely being exposed to 
those benign influences.” 

In discussing the fact that symptoms have 
no single cause but are over-determined, he 
quotes Tolstoy: “The combination of causes 
of phenomena is beyond the grasp of the 
human intellect. But the impulse to seek 
causes is innate in the soul of man.” 

Again in discussing the problem of not 
allowing contacts with the patient's family 
and friends to contaminate the treatment 
situation, the author states: “It seems to me 
absurd to stand on the principle that one has 
nothing to say to anyone but the patient. My 
impression is that it is often out of laziness, 
or lack of self-confidence, that many analysts 
refuse to see close relatives, thereby handicap- 
ping their efforts with the patient.” In the 
opinion of the reviewer, the author would 
have done well to delineate this further, in 
terms of anxiety in the therapist whose degree 
of unconscious identification with the patient 
is such that to face relatives whom the patient 
feels are aligned against him is more than the 
therapist can bear—hence his position of ra- 
tionalized, self-righteous isolation. 

The author utilizes various schemata and 
paradigms, and in the case of interpretations 
and interventions some diagrams. In such an 
important schema as “Steps in the Regression,” 
no mention is made of those instances where 
classic passivity is inadequate in initiating the 
regressive phenomena which the author (cor- 
rectly, I feel) identifies as an integral part of 
the treatment process. 

In a different sense, the author's interesting 
section “The Detection and Correction of 
Countertransference” seems most realistic and 
apt. Here he lists some common ways in which 
countertransference makes its appearance. This 
statement is appealingly candid, because, in 
the author’s words, “I think that I have myself 
been guilty of practically all of them.” 

This relatively small volume has much to 
recommend it to the serious student of psy- 
choanalysis, combining as it does humility, 
avoidance of cant, seriousness of purpose, and 
ideals common to the finest traditions of 
medical practice. 

Rosert T. Morse, M.D., 
Washington, D. C. 


Tue Society or Captives. By Gresham M. 
Sykes. (Princeton, N. J.: Princeton Uni- 
versity Press, 1958, pp. 144. $3.75.) 


It has become axiomatic that no one lives 
in a vacuum, and this is particularly true in 
discussing socio-psychological problems. The 
felon has been the subject of many psychiatric 
and psychological studies, but the social matrix 
in which the convicted felon endures requires 
a discerning scrutiny. Psychiatrists recognize 
that there is a social system in the prison. 
Nevertheless, the “power politics” of this in- 
stitution have perhaps not been so carefully 
examined. The present volume undertakes that 
examination in a serious, compact, well- 
thought-through study. 

Professor Sykes regards the prison as a 
society within a society. In this way, he 
contrasts the implicit totalitarian regime of the 
custodians and its conflict with the democratic 
and individual-minded prisoners, as they seck 
to adjust to a rigid environment ordained by 
the larger society. Rules for order in prison life, 
ideas of punishment, the almost impossible 
task of the prisoner to adapt himself to an 
impossibly rigid life, the hierarchy of values 
among prisoners, the agents of prisoners—the 
“rat,” center man, bully, good prisoner, the 
pervert—are all descri and treated by 
the author. 

The accent in this volume is not on psycho- 

thic or emotional problems of the inmate, 

ut on the total social structure of the prison, 
and of the guards. The guard, part of the 
totalitarian system of control, cannot esca 
a kind of fraternization with his prisoners ; the 
prisoner, apparently devoted to anti-social 
attitudes, cannot escape absorbing some of the 
bureaucratic attitudes, Thus, a tight, rigid 
symbiosis develops within the society of cap- 
tives, which has various repercussions and 
psychological reflections. All in all, it is the 
system t imposes restrictions on the man 
under control. It is the system that deprives the 
prisoner of autonomy in his daily movements, 
of sexual and emotional outlets. The pathology 
that arises in prison—homosexuality, brutali 
among inmates, thievery, fighting for pref- 
erence, and even attempts at restitution on the 
part of good prisoners for cohesiveness among 
the prisoners, are all functions of the system. 
The pathology of prison life is more social- 
than psycho-pathology. Although the author 
recognizes emotional instability on the part of 
individual inmates as determinative of some 
behavior, his accent is on the social system. 

This orientation was further used in relation 
to prison riots, which the author describes as 
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a series of crises that make toward eventual 
equilibrium. He shows how riots occur when 
the balances within the prison system are 
interrupted, although the emergence of ag- 
gressive personalities into positions of leader- 
ship is also an effective force. 

This slim volume by Professor Sykes is an 
impartial study of the prison as a social system. 
As such, it is objective, cleanly written and 
informed, and touches on vital problems 
within a maximum security prison set-up. 
Workers in penal institutions, including psy- 
chiatrists who may over-emphasize individual 
differences among felons in captivity, would 
benefit from Sykes’ re-empbhasis on 
social forces existing between custodians and 
inmates. For without a view of the total 
“power” picture in the prison, one may get 
a biased view of the individual which migat 
prejudice efforts at social and psychological 
rehabilitation of the inmate. 

WALTER BroMsesrc, M.D., 
Sacramento, Calif. 


ProsLems oF ADDICTION AND HABITUATION. 
Edited by Paul H. Hoch, M.D., and Joseph 
Zubin, Ph.D. (New York and London: 
Grune & Stratton, 1958, pp. 250. $6.50.) 


Since this book covers the proceedings of 
the Forty-Seventh Annual Meeting of the 
American Psychopathological Association, held 
in New York in February, 1957, it deals with 
many different subjects and presents many 
controversial hypotheses. Many of the papers 
contain new material and opinions that would 
be helpful and interesting, for both the psy- 
chiatrist and other physicians. 

Some of the papers highlight little known 
facts concerning addiction in a manner that 
would be particularly useful for the practising 
physician. From this standpoint, the chapter 
“Withdrawal Convulsions and Withdrawal 
Psychoses” by Lothar B. Kalinowski, M.D., of 
the New York State Psychiatric Institute de- 
serves special mention. 

The study of Etiology of Pica in young 
children as an early pattern of addiction is 
interesting and, in my opinion, should be 
included in the overall subject of addiction. In 
his paper, “Some Problems of Addiction,” Dr. 
Karl M. Bowman has summarized the general 
problem of addiction in a masterly fashion. Al- 
though Dr. Bowman has discussed the prob- 
lem of addiction to alcohol, sedatives, narcotics, 
stimulants, tobacco and food, he did not stress 
sufficiently the probiem of addiction to tran- 
quillizing drugs, in particular, meprobamate, 
(Equanil and Miltown). It is now recognized 
by many that addiction to meprobamate can 


luce withdrawal convulsions and with- 

wal psychoses as severe as those referred 
to in Dr. Kalinowski’s paper. The authors of 
Chapter 12, “The Role of Self-Image with 
Respect to Craving for Alcohol” attempt to 
uphold a thesis that could not be supported 
by many physicians who have been actively 
engaged in the treatment and rehabilitation of 
the alcohol addict. 

The late Dr. Lester H. Gliedman of The 
Johns Hopkins Hospital, Baltimore, outlined 
an interesting study on group therapy in the 
treatment of chronic alcoholism. However, the 
effectiveness of this chapter is somewhat im- 
paired by Dr. Gliedman’s own admission of 
the disappointing results of his own experience 
with this method. To achieve good results, a 
group instruction and therapy plan may need 
to be carried on for 1 to 2 years and success 
improves with clinical experience. 

commentaries by Doctors Kramer and 
Lasagna and Freyhan and Zwerling, constitute 
a very effective spotlight for the book as a 
whole. In my opinion, their thought-provoking 
analyses of the subject matter of the book is an 
important part of the whole publication and 
assists the reader in orienting quickly to the 
parts of the book of ial interest to him. 

It should be noted that this book contains 
a directory of the membership of The Amer- 
ican Psycho athological Association which, of 
itself, would be of interest and value to many 


Pe is one of the better new publications 
dealing with the problems of addiction and 
habituation. It contains the opinions of emi- 
nent authorities in the field of psychopatholo 
and would be a valuable addition to the sd 
brary of the clinician who is any way con- 
cerned with the problem of addiction. 
R. G. Bett, M.D., 
The Bell Clinic, Willowdale, Ont. 


Procress In NEUROLOGY AND PsyCHIATRY.: AN 
Annuat Review, Voi. 13. Edited by E. A. 
Spiegal, M.D. (New York: Grune and 
Stratton, 1958, pp. 611. $12.00.) 


This book which is published annually, re- 
views some 4,000 papers in the fields of Neu- 
rology and Psychiatry. It is divided into 4 
sections : Neurology, Neurosurgery, Psychiatry 
and Basic Sciences. The scope of each section 
is broad, e.g., in the section on Psychiatry are 
the following chapters: Clinical Psychiatry ; 
Mental Hygiene ; Forensic Psychiatry ; Crim- 
inal Psychopathology ; Child Psychiatry ; The 
Neuroses ; Alcoholism ; Psychosomatic Medi- 
cine; Psychoanalysis ; Psychological Assessment 
Techniques ; Group Psychotherapy; Shock 
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Treatment ; Psychopharmacology ; Psychiatric 
Nursing and Occupational Therapy and Re- 
habilitation. Leading experts in each field 
review critically the significant contributions of 
the year. In all there are 63 authors. 

Kline, in the chapter on Psychopharmacol- 
ogy, in view of the rapid developments in this 
field, gives an example of the optimistic view 
of some workers by quoting Gunsberg of South 
Africa : “I feel that in the future, within the 
next 25 to 50 years, as new developments take 
place, we shall require fewer beds for inpa- 
tients, and I am confident that the time is not 
far off when the present problem of over- 
crowding of mental hospitals will be a thing 
of the past, not because sufficient hospitals will 
have been built, but because of the present 
developments in therapy.” 

The range of subjects and the detail dealt 
with affords the reader with a survey of cur- 
rent advances an opinions. The extensive bib- 
liography will be most useful. 

The book maintains its high standards as 
a comprehensive annual review of the perti- 
nent literature by recognized authorities. 

Joun G. Dewan, M.D., 
Toronto, Canada. 


Creative ACTIVITY AND THE CREATIVE PER- 
SONALITY (in Polish). By Maria Naksano- 
wicz-Golaszewska. (Poland: Catholic U. 
of Lublin, 1958, pp. 329.) 


This first volume of a proposed larger work 
covers only the subject of creative activity 
and its product. The book is a philosophic 
treatise, highly abstract, and not easy to follow 
for one accustomed to the less abstruse sym- 
bolism of medical literature. 

The author defines creative activity as a 
specific psychophysiologic process within one 
individual giving rise to an original objective 
product. Creative activity results from a happy 
constellation of many factors such as emotional] 
and intellectual tendencies and interests, the 
individual’s conception of his ego, and the 
degree of determination or will. The creative 
process is subjective, its product objective. Both 
are interdependent and react upon each other 
until the product is finished when it leads a 
separate existence and exerts influence upon 
other personalities. To be creative, a product 
must be new and original, i.e., unique, must 
have meaning for others and more or less 
permanent value. 

The creative process has 2 phases, psychic 
experience and realization. Deep psychic ex- 
perience alone, such as love, is not creative 
though it may motivate creative effort. Day 
dreaming and fantasies which are flights into 


the paracosmos, are an antithesis of creativity 
which is the most intense kind of action. 

The creative process begins with a concept 
which gradually attains form and substance. 
There is no regularity in the rhythm of creativi- 
ty, some works being consummated in fleeting 
moments, others requiring decades. The be- 
ginning and the end of the creative process 
are difficult to define, for a “finished” product 
may be but a step to future productivity. Ac- 
quisition of mechanical skills and collection of 
data without a creative concept, in themselves 
cannot lead to a creative product. The con- 
cept and its objective synthetic externalization 
constitute the essential heterogenous character 
of creativity. When the inner experience be- 
gins to be translated into external reality, 
doubt creeps into the situation and may cause 
the concept to die within the individual. Here 
enters the factor of will, i.e., determination to 
make use of one’s abilities, to sacrifice other 
equally attractive interests, to select from the 
environment elements favorable to one’s proj- 
ect, to reject others, and to resist illusions and 
prejudices tending to modify the goal to be 
achieved. The author believes that a measure 
of free choice must be assumed as being in- 
dispensable for creative action. Moreover, she 
stresses the doctrine of the individual creator 
against the theory of precursors and co-crea- 
tors. She believes that a created product worthy 
of the name, is always the work of one indi- 
vidual. Even when a person bases his work 
upon an idea of another, the latter is not a 
creator for he failed to attain the phase of 
realization. The author distinguishes 4 spheres 
of creative action : artistic, scientific, technical, 
and methodological—each envisaging a differ- 
ent aspect of man’s contact with reality. 

Her emphasis upon the individual in the 
genesis of creative works is in contrast to the 
current sociologic and anthropologic theories 
which depreciate the individual and regard 
creativity as little more than a reflection of the 
culture of the period. She also disagrees with 
those who assert that unfavorable circum- 
stances thwart creative ability. If they do, she 
states, then the individual lacks true talent or 
strength or both. These unorthodox and debat- 
able views are interesting, coming as they 
do from an area of the world where the official 
social philosophy has been conformity of in- 
dividual thinking and acting to the higher 
dictates and direction of the state. To us in 
the U. S. A. they should serve as a reminder 
that fruitful creative action is not necessarily 
measured by the size and wealth of the re- 
search institutions. 

J. M. Rapzinsxt, M.D., 
Chicago, III. 
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‘THORAZINE’, introduced in 1954, is still the most widely 
used antipsychotic agent. It is effective, and it is relatively safe. 
It is extensively documented. !t is a standard against which 
other psychopharmaceutical agents are judged. 


‘Thorazine’ gave impetus to a new era of psychiatric treat- 
ment. It is indeed a fundamental drug in psychiatry. 


SMITH 
KLINE & 
FRENCH 


leaders in 
psychopharma- 
ceutical research 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the cee of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NoLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NoLUDAR, the non-barbitu- 


rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NoLUDAR 50 (50-mg tablets). 
ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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for proved antidepressant effect— 
both rapid and prolonged 


DEXAMYL? SPANSULE® 


brand of dextro amphetamine 


and amobarbital 


brand of sustained release capsules 


‘Dexamyl’ has been used successfully for 
over a decade, and in sustained release 
form for more than six years. Just one 
‘Dexamyl’ Spansule capsule, taken in the 
morning, provides daylong therapeutic 
effect. And mood elevation is usually 


apparent within 30 to 60 minutes. 


‘Dexamy!l’ is of significant value in 


depressed and verbally inhibited pa- 
tients. Drayton! states, “Not only does 
[‘Dexamyl’] exert a direct mood effect, 
so that the shadow of depression is lifted, 
but it also results in making the patient 
more approachable and communicative.” 


1. Drayton, W., Jr.: Pennsylvania M. J. 54:949. 
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Only Yesterday 


This was medicine. Scrub-up in the kitchen, delivery in the 
bedroom. Thirty years ago it was all recorded in this film, 
a pioneering effort by Wyeth and its people. It helped 
teach over a generation of doctors, and though no longer 
usable, it’s still requested. 


Requested more frequently, however, are the many 
modern, informative films in the ever-expanding Wyeth 
Film Library. Medical and visual arts specialists plan and 
execute Wyeth films, which are designed to help you and 
your associates. They include teaching films, such as 
Disorders of the Heart Beat; and films that describe the 
use of new therapeutic agents, A New Anti-Anxiety Factor 
is one of many. 


Illustrated take-home booklets with summaries are 
available for many Wyeth films. Wyeth Films-on-loan are 
shipped to all parts of the world to serve medical schools, 
hospitals and allied medical groups. Requests for films 
described in the folder, Medical Motion Pictures 1960, 
are filled promptly and without charge. Your inquiries 
are invited. 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 
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from 

marked 
improvement 
to complete 
control 

of grand mal 
seizures 


CLINICAL EVALUATION OF 486 EPILEPTIC 
PATIENTS*® SHOWED THAT: 


In patients who had received no previous anti- 
convulsant medication, ‘‘Mysoline’’ therapy alone 
provided marked improvement to complete con- 
trol of major motor attacks in the majority of 
patients. 

In patients only partially controlled with maximum 
dosages of other anticonvulsants, the addition of 
“‘Mysoline” therapy was followed by marked im- 
provement to complete control of grand mal at- 
tacks in 39% of the patients. 

In patients refractory to maximum dosages of 
other anticonvulsants, ‘‘Mysoline’” employed 
alone provided marked improvement to complete 
control of major motor attacks in 34% of the 
patients. 

In 39 patients with mixed seizures, ‘‘Mysoline”’ 
provided improvement to marked control in 49% 
of the patients. 


AYERST LABORATORIES 
“Mysoline” is available in the United States by with Impe 


The dramatic results obtained with “‘Mysoline” 
advocate its use as first choice of effective and 
safe therapy in the control of grand mal and 
psychomotor attacks. 
Literature on request. 


*Livingston, S., and Petersen, D.: New England J. 
Med. 254:327 (Feb. 16) 1956. 


SPECIAL POTENCY NOW AVAILABLE 


New 50 mg. small-dose tablet offers prac- 
tical approach to dosage adjustment for 
initiation/combination/and ‘‘transfer'’ 
therapy in selected cases. Available on 
prescription. 


Supplied: 0.25 Gm. (250 mg.) scored tablets, bot- 
tles of 100 and 1,000. Also 50 mg. scored tablets 
to facilitate dosage adjustment, botties of 100 and 
500. 


* New York 16, N.Y. ¢ Montreal, Canade 
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brand of biperiden (fee) 
PARKINSON'S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY 


(formerly Bilhuber-Knoll Corp.) 
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specific, effective tranquilizer 


provides highly effective tranguifization, 
relieves anxiety, tension, nervousness, 
but is virtually tree of such toxic erfecis as 


jaundice 
Parkinsonism 
blood scrasia 


dermatitis 
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greateF specificity of tranquilizing 
_action. results in fewer side effects 


A 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greates specificity 
of tranquilizing action 
divorced from stich 
“diffuse” effects as anti- 
emetic action. 


“The most striking aspect of thioridazine |MELLARIL! therapy is the poverty 
of side-eftects.” 


“In conclusion it may be said that #iieridazine is at 'east as effective in 
relieving psychiatric illness as other @rugs of its class. On a milligram for 
milligram basis it has the same Order of potency as chlorpromazine. in 
its low incidence of sicie-effects and toxicity, it is superior to all other 
tranquilizing cirugs tested. For this reagpn it is well tolerated by patients, 
perticularly those who are not hospitalized and who frequently discontinue 
their medication with other drugs begause of dizziness, sleepiness, increased 
tension, or Parkinsonism.”* 


Supply: MELLARIL Tabie~s, 10 mg., 25 mg., 100 
SANDCE 
Newer phenothierns drugs In troatment of nervous 1080 
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COMPLICATES 
NOTHIAZINE 


available to physicians on request. 
NEW DOSE FORM: INJECTION san mg. per 
ampuls of 2 cc. Also available: T ets CoceNtIn 
(quarterscored), 2 mg., bottles of “and 


Ay, Clin, Med. 6:387, 1959. 2May, 
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oe MERCK SHARP & DOHME | 
Division of Merck & Cog Inc., West Bint Pa. 


METWANESULFONATE (BENZTROPINE METHANESULFONATE) 


rigidity, cramps, and spasm due to 
well tolerated. By controlling parkinsonism — 


In many seemingly mild physical disorders 
an element of depression plays an 
insidious etiologic or complicating role. 


Because of its efficacy as an antidepres- 
sant, coupled with its simplicity of usage, 
Tofranil is admirably adapted to use in the 
home or office in these milder “‘depression- 
complicated” cases. 


whenever depression 
| complicates the picture 


brand of HCI 


always ) 
sion may 
Tofranil may spee 
driasjs”: in ce when recovery 


in “hypochon- 


is inexplicably dlonged; in chronic illness 
with dejection; in the menopausal patient 
whose emotional disturbances resist | 
hormone therapy; and i in many othe com 
parable tde 

may 
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ROCHE }4 5 mg and 10 mg 
36 A THE SUCCESSOR TO THE TRANQUILIZERS 


successor in specificity: relieves anxiety, agitation and tension, and 
liberates the patient from destructive fears. 


successor in safety: not encumbered by depression, lacks autonomic 
or extrapyramidal side effects. 


successor in versatility: covers the entire meprobamate area of therapy 
plus a significant portion of the phenothiazine area plus the difficult 
middle ground between the two. 


successor in effect: acts with remarkable promptness; preserves full 
mental acuity; produces a feeling of well-being, increased drive and a 
broadening of interest. 


Consult literature for dosage instructions. 
Published reports on Librium: 1. T. H. Harris, Dis. Nerv. System, 21:(Suppl.), 3, 1960. 


. O. Randall, ibid., p. 7. 3. J. M. Tobin, I. F. Bird and D. E. Boyle, ibid., p. 11. 
. A. Bowes, ibid., p. 20. 5. J. Kinross-Wright, I. M. Cohen and J. A. Knight, ibid., p. 23. 

. H. Farb, ibid., p. 27. 7. C. Breitner, ibid., p. 31. 8. I. M. Cohen, Discussant, ibid., p. 35. 

. A. Constant, ibid., p. 37. 10. L. J. Thomas, ibid., p. 40. 11. R. C. V. Robinson, ibid., 

. 12. S. C. Kaim and I. N. Rosenstein, ibid., p. 46. 13. H. E. Ticktin and J. D. Schultz, 
ibid., p. 49. 14. J. N. Sussex, ibid., p. 53. 15. I. N. Rosenstein, ibid., p. 57. 16. D. C. English, 
Curr. Therap. Res., 2:88, 1960. 17. T. H. Harris, J.A.M.A., 172:1162, 1960. 18. G. L. Usdin, 
J. Louisiana M. Soc., 112:142, 1960. 19. I. N. Rosenstein and C. W. Silverblatt, paper read at 
Pan American Medica! Association, 35th Anniversary Congress, Mexico City, Mexico, May 2-11, 
1960. 20. K. Rickels, ibid. 21. N. Toll, Dis. Nerv. System, 21:264, 1960. 


LIBRIUM® Hydrochloride—7-chloro-2-methylamino-5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 
ROCHE LABORATORIES © Division of Hoff La Roche Inc. 
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90% of anxious, agitated 
and apathetic office patients 


calmed without drowsiness 


and with normal drive restored... 


on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


PERMITIL 


Fluphenazine dihydrochloride 
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In Anxiety and Anxiety-induced Depression 


“In contrast to other phenothiazines, it [Permiri_}] mitigates | 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, Be 
it increases efficiency by facilitating psychic relaxation. Con- 


sequently, acceptance of this drug, especially by office patients, 
has been excellent.” 
® In 1164 patients with anxiety and anxiety-induced fatigue 


or depression, Permrrit, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 90%." 


@® Permiri is virtually free from side effects at recom- 
mended dosage levels. 


®@ Patients become calm without being drowsy and normal Ca 
drive is restored. 


® Onset of action is rapid; effect is prolonged. 


@ Permitit does not potentiate barbiturates or non-barbitu- 
rate sedatives and can be used with impunity with such agents. 


How to prescribe Permitit: The lowest dose of Permitit that will pro- 
duce the desired clinical effect should be used. The recommended dose 
for most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of | mg. should be employed only in patients with 
relatively severe symptoms which are uncontrolled at lower dosage. In 
such patients, the total daily dose may be increased to a maximum of 
2 mg., given in divided amounts. Complete information concerning the 
use of PerMiri is available on request. 


SUPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: 1. Ayd, F. J., Jr.: Current Therapeutic Research 1:41 (Oct.) 1959. 
2. Recent compilation of case reports received by the Medical Department, 
White Laboratories, Inc. 


PERMITIL 


WHITE LABORATORIES, INC., KENILWORTH, NEW JERSEY 
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The physician listens to a tense, nervous 
patient discuss her emotional problems. To 
help her, he prescribes Meprospan (400 mg.), 
the only continuous-release form of mepro- 
bamate. 


She stays calm while on combine even 
under the pressure of busy, crowded super- 
market shopping. And she is not likely to 
experience any autonomic side reactions, 
sleepiness or other discomfort. 


- 


Relaxed, alert, attentive ...she is able to 
listen carefully to P.T.A. proposals. For 
Meprospan does not affect either her mental 


or her physical efficiency. 


The patient takes one Meprospan-400 capsule 
at breakfast. She has been suffering from 
recurring states of anxiety which have no 
organic etiology. 


She takes siaatinay capsule of Meprospan-400 
with her evening meal. She has enjoyed sus- 
tained tranquilization all day—and has had no 
between-dose letdowns. Now shecan enjoy sus- 
tained tranquilization all through the night. 


Peacef ully asleep . . . she rests, undisturbed 
by nervousness or tension. (Literature 
on Meprospan is available from Wallace 
Laboratories, Cranbury, N. J.) 
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AN OFFICIALLY APPROVED INSTRUMENT 


UNEQUALLED EASE 
OF OPERATION 


in 
A.C. SHOCK THERAPY 


SAFE 

The Mot-ac u, provides the highest degree of complete electrical 
isolation, by far exceeding official code requirements, to assure the 
maximum in safe operation. 


EFFECTIVE 

Clinical results have been uniformly excellent. Side effects are auto- 
matically reduced. The MoL-ac 0 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 
The Mot-ac 11 provides a highest initial current to initiate seizure 
ttern with an automatic reduction to safe low voltage in every case. 
= stantly and automatically re-set for repeated treatments. With the 
Mo -ac 11, doctors report they are now certain of full seizure each 
treatment even with large doses of muscle relaxants. 


EASY TO USE 


Controls are simplified — one 3-position current intensity dial and 
one treatment switch. Just plug in ordinary AC current and the MoL-ac 
lt is ready for immediate use. The MoL-ac 11 has a handsome walnut 
case. Attractively priced at $100.00 complete with finest physician’s 
bag of genuine leather and attachments. 


DURABLE 
Ingenious design with only one moving part. Remarkable freedom 
from service requirement. 


Reiter leads in progressive research. 


REUBEN REITER, Se.D 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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Stelazine 


brand of trifluoperazine 


can reach and help 


withdrawn patients 


The activating effect of ‘Stelazine’ is a valuable aid in the 
treatment of withdrawn, uncommunicative psychotics, 
no matter what service they are on. For example— 


On the admissions service and acute treatment serv- 
ice: ‘Stelazine’ can help shorten the hospital stay of the 
acutely ill patient who is withdrawn and apathetic. 
Because ‘Stelazine’ activates this patient to communica- 
tiveness and alertness, the therapist is often able to 
establish early rapport; and the patient is able to respond 
and to cooperate from the start in his treatment program. 


On the chronic service and the “back ward”: ‘Stela- 
zine’, because of its activating effect, can help you to 
reach withdrawn patients who have failed to respond to 
previous psychopharmaceutical agents. Allen! found that 
patients became more cooperative and communicative: 
‘Stelazine’ “‘had an awakening effect on these chronic 
patients, who had previously been lacking ambition, 
initiative or interest in their surroundings.” 


With improvement established by ‘Stelazine’, those ther- 
apies that may have been ineffective previously can often 
be successfully utilized in a build-up to a total treat- 
ment program and possible remission. 


1. Allen, V.S.: Trifluoperazine in the Treatment of Drug-Resistant Schizo- 
phrenics, J. Clin. & Exper. Psychopath. 20:247 (July-Sept.) 1959. 


KLINE & 
FRENCH 


leaders in psychopharmaceutica! research 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoermann, Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. i. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116.453, 1959. 5. L. Alexander and S. R. 
Lipsett, Dis. oo, System, 20:(Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 

116:355, 1959. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. - L. O. Randall and R. E. Bagdon, ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., 26. 11. T. R. Robie, Dis. 
Nerv. System, 20: i82, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, Science, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. 1. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 23. S. L. Cole, ibid. 24. 1. 
Kimbell, Jr., paper read at Cooperative Chemotherapy Studies in Psychiatry, 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 


MARPLAN'*™ —brand of isocarboxazid 


(A) ROCHE 
LABORATORIES 
Division of 
offmann-La Roche Inc. 
Nutley 10,N. J. 
bala 


a happy nce of potency/safety 
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So You Think 
You Cant 
Save Money’? 


It's all « matter of finding a way 
to spend lew than you earn, Mil- 
lions of people have discovered a 
good way to do just that, They 
use the Payroll Savings Plan to 
buy U. S. Savings Bonds, Under 
the Plan any amount they chooms 
in wot avide from their pay for 
Honds. This makes saving very 
easy because they've found that 


the money they don’t touch ia One of your payments should be te yoursell. Many fam- 

ilies make out a check for U.S, Savings Honds 
money they're sure to nave —anc along with the ones that pay the monthly 
can't dribble away, bills. The check for Honda comes back to 


them $4 for $4 in 7 years, 9 months, 
Why U.S. Savings Bonds are 
such a good way to save 


money can't be lost or stolen. « You 


* You can save automatically with can get your money, with interest, 
the Payroll Savings Plan ° You now anytime you want it. « You “ave 
earn 49,0) interest at maturity, « more than money you help your 
You invest without risk under a U.S, Government pay for peace, + Buy 
Government guarantees, « Your Bonds where you work or bank. 


NOW every Savings Bond you own —old or 
new —earns 40% more than ever before. 


You save more than money with U.S. Savings Bonds 


The U/, 8. Government doen not pay for thin advertiaing, The Treasury Department 
thanks The Advertiaing Council and thia magazine for their patriotic donation, 
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FOR FLEXIBLE 
INSTRUMENTATION 
IN CORTICOGRAPHY 


© Completely universal and extendable 


arms and electrodes 
Write for Up to 20 electrodes 
descriptive literature 
and prices on: @ Easily removable individual 
ELECTROMYOGRAPHS electrode assemblies 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS @ Fully autoclavable 


Spring mounted spherical 


SHOCK THERAPY EQUIPMENT silver electrodes 


ELECTRONIC CORP. 
A designers and manufact rers of dia 


426 GREAT EAST NECK ROAD, 


BABYLON, N.Y. 
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THREE NEW BOOKS FOR PSYCHIATRISTS 


THE CHEMICAL SENSES IN HEALTH AND DISEASE by H. Kalmus and S. J. 
Hubbard, both of University College, London. Why are the cook and the perfumer still 


artists and not scientists ? Why do we nevertheless encounter very solid, practical suc- 
cess in the large scale manufacture of food, drinks, flavoring, cosmetics, and deodorants ? 
From University College, London, have come some very interesting answers to these 
questions. After introducing general aspects of sensory physiology, the authors consider 
the role, physiology, and psychology of taste and smell. Pub. ’60, 104 pp., 10 il. (Amer. 
Lec. Living Chemistry), $3.75. 


2 


PSYCHOANALYTIC CONCEPTS OF DEPRESSION by Myer Mendelson, Univ. Penn- 


sylvania. Dr. Mendelson’s book represents the first survey comprehensive enough to 
place recent developments in the theory of depression in proper perspective. Attention 
is focused on constitutional and psychological factors predisposing to depression ; the 
relation of a central anxiety situation in human development to depression ; the role of 
obsessional elements ; aggression ; orality and introjective mechanisms ; depressive reac- 


tions ; and treatment. Pub. date : July ’60. 


3 


A HISTORY OF PSYCHIATRY by Jerome M. Schneck, State Univ. New York. Would 


you like to renew acquaintance with fascinating backgrounds of psychiatric endeavor ? 
From primitive societies and archaic medicine right up to the present day ? A special 
feature is the selection of new historical researches, opinions, and interpretations from 
recent articles in professional journals and their integration into discussions of major 
historical trends and achievements. A compact, readable volume developed from the 


vantage point of the clinician. Pub. 60, 204 pp., 5 il., $5.50. 


CHARLES C THOMAS e PUBLISHER 
301-327 East Lawrence Avenue e SPRINGFIELD e ILLINOIS 
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helps 
establish 


with the difficult patient 


' Prozine is an effective aid for the symptomatic control of (1) apprehension and 
agitation, especially as manifested by somatic complaints and (2) motor excit- 
ability.! Such control is often advantageous where these symptoms hinder rap- 
port and, consequently, definitive therapy. According to Ehrmantraut ef al., 
Prozine administered to adolescents"... proved most effective in securing the 
cooperation of the more unmanageable patients.’”? 


Dosage requirements for Prozine are usually low, thus minimizing the possibility 
of side-effects that might interfere with therapy. 
Wyeth Laboratories Philadelphia 1, Pa. 


1. Oswald, W.J.: Int. Rec. Med. 772:743 (Dec.) 1959. 2. Ehrmantraut, W., et al.: Scientific Exhibit, District 
of Columbia Medical Society (Nov. 24) 1958, Washington, D.C. 


For Neurosis or Psychoneurosis 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth A Century of Service 


to Medicine 
For further information on prescribing and administering Prozine see 
descriptive literature, available on request. 


Bhat 
2 
‘ 
| 
: 
Aue 


Extension of the ee subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students ; junior and senior internes ; 
first, second, and third year residents in train- 
ing ; and graduate students in psychology, psy- 
chiatric nursing, and psychiatric social work. 


In placing your order, please indicate issue 
with which subscription is to start. 


Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 
New York 20, New York 


MENTALLY-RETARDED 
and EMOTIONALLY- 
DISTURBED 


Children and Adults 


Seven resident centers make it possible for 


as FULL THE BROWN SCHOOLS wo place the ex- 
Aiksteel, all-welded, with square. tubular 
ceptional person in a climate of group living 
most congenial to his age and interests, to his 
personality organizaun, and his level of social, 
educational, emotional, and physical develop- 


To receive a detailed catalogue and other 


DURABLE DEPENDABLE regular text and 


photographs the services and facilities of THE 


DOLLAR-SAVING BROWN SCHOOLS, ue the coupon below. 
PSYCHIATRIC AND THE BROWN SCHOOLS, 
INSTITUTIONAL BEDS BY dali 


For complete information 
on the comprehensive 
Royal hospital furniture 
line, write: ROYAL METAL 
MANUFACTURING COM- 
PANY, Dept. 32-G, One Park INSTITUTIONAL FURNITURE 
Avenue, New York 16, N. Y. 
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Panel-type, ‘all-welded, with 112” square posts 

on all four sides with rivets 
Size: 36x78" inside, Height: Head and Foot 23” 
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a 
Street or Box No. 

Zone. State 
THE BROWN SCHOOLS 
AUSTIN, TEXAS Founded in 1940 

< 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affillated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional for and nervous rehabilitation. 
The T-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
N D. PATTON, M.D. 
Clinical Director 


A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies + Large Staff 
Trained for Team Approach * Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samvel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Semvel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Weliborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital! Assn. 
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for the breath 

of life in 

electroshock therapy 
...the AMBU* 


resuscitation and 
suction kit 


© Hand operated Resuscitator for safe, 
efficient ventilation—with room air or 
oxygen 

© Foot operated suction pump for safe 
aspiration of the airway 

© No electricity required 


Write for descriptive folder to 
Air-Shields, Inc., Hatboro, Pa. 


/ atk SHIELDS. 


Hatboro, Pa. 


An advanced 
psychiatric 


Research and treatment 
clinic in suBuRBAN 


montreal. 


A fully accredited, 140 bed 
— modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutic program. 
Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient’s comfort 

and enjoyment. 

Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 
ALBERT PREVOST 


6555 GOUIN BOULEVARD WEST, 
MONTREAL 9, CANADA. 


IMPORTANT 


We are in urgent need 
of obtaining the 


January, 1893 
issue of the 
American Journal 
of Psychiatry 
(Volume 49 No. 3) 
We will pay 


$5 


each for the first five copies 
received in this office. 


Send to: 

Austin M. Davies, Bus. Mgr. 
American Journal of Psychiatry 
1270 Avenue of the Americas, Rm. 1817 
New York 20, New York 
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HALL-BROOKE HOSPITAL 


An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City 


Directors / Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 
A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES “ 


For information write to Department of Admissions 
Te/. No.: Bluemound 8-2600 


ESTABLISHED 1884...BOOKLET ON REQUEST 
Fully Accredited 


“ONE OF 14 UNITS 
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FOR THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS: 


@ Observation and Diagnosis e Custodial Care 

e Education and Training e Summer Program 

e Residential Supervision e Psychiatric Treatment Center 
The Training School at Vineland provides care and treatment for boys and 
girls 2 years or older with mental potential of 6 years. Complete profes- 
sional staff. Electroencephalographic and neurological exams, individual 
psychiatric, psychological, physiological, and speech observations and 
therapies. 

The educational program aims at maximum development of each child. 
Training includes self-care; group living; formal classroom education; devel- 
opment of practical habits, attitudes and work skills. 

Children live in homelike cottages on 1600-acre estate. Hospital, school, 
chapel, lake, swimming pools, working farm. 

Research Laboratory famed for continuous study of causes, prevention 
and treatment of mental retardation. Established 1888. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and treatment of the 
mentally retarded 


LOUDEN HALL 


Neuro - Psychiatric Service 


SHOCK THERAPY — IN AND OUT PATIENTS 
ELECTRO - ENCEPHALOGRAPHY - IN & OUT SERVICE 
SPECIALIZED TREATMENT FOR ALCOHOLICS 


GENERAL HOSPITAL FACILITIES ON THE GROUNDS 


THE BRUNSWICK HOSPITAL CENTER, INC. 
AMITYVILLE, L. I., NEW YORK 


LOUDEN HALL New York City Tel. Brunswick General Hospital 
AMityville 4-0053 MUrray Hill 3-7012 AMityville 4-5000 
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The Children’s Service 


Outpatient consultation, evaluation and treat- 


ROSERT E. ment for infants and children of grade school to 
SWITZER, M.D. 


omecven 18. Residential treatment for elementary grade 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 


—IMPORTANT— 


WE ARE DESIROUS OF OBTAINING COPIES OF THE FOLLOWING 
NUMBERS: 


WE WILL PAY $1.50 FOR THE FOLLOWING NUMBERS: 
Volume 1 to Volume 83 (all Numbers) 


WE WILL PAY $1.00 FOR THE FOLLOWING NUMBERS: 


Volume 90 Number 1 

Volume 91 Number 4 

Volume 93 Number 4 

Volume 94 Number 4 

Volume 95 Numbers 1 and 4 
Volume 99 Numbers 4, 5, and 6 
Volume 100 Numbers 2, 3, 4, and 5 
Volume 101 Numbers 1, 2, 3, 4, 5, and 6 
Volume 103 Number : 

Volume 104 Number 

Volume 106 Number 

Volume 110 Number 

Volume 111 Number 

Volume 113 Number 

Volume 115 Number 9 


SEND TO: 

AUSTIN M. DAVIES, BUS. MGR. 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of The Americas, Rm. 1817 
New York 20, New York 
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BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Georce M. SCHLOMER, M.D. 


Harry C. SoLomon, M.D. 
Medical Director 


Consulting Psychiatrist 


THE EMORY JOHN BRADY HOSPITAL 


401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic adie. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JAMES Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 
Francis A. O'DONNELL, M. D. RicHARD L. Conpg, M. D. 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRINGS, MD. 


MAfair 2-1200 
Nine miles from Washington, D. C. — In rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M.D. 
Medical Director 


Member of N. A. P. P. H. 
Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment .. . . . . Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaR ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 


Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 


Member N.A.P.P.H. 


Fully approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. CORNELIA B. WILBUR 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo tre, M.D. RALPH S. GREEN, M.D GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 


Jon Prof ati 
CHestnut 7-7346 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JOHN H. NicHoOLs, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M_D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M_.D., Director of Research 


CLINICAL ADMINISTRATORS 
MARTIN COOPERMAN, M.D. 
JOHN P. FORT, JR., M.D. HARRY L. HINSON, M.D. 
ROBERT W. GIBSON, M.D. MICHAEL A. WOODBURY, M.D 
ASSOCIATES 
CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D. 
CLAY F. BARRITT, M.D. HAROLD F. SEARLES, M.D. 
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1270 AVENUE OF THE AMERICAS, ROOM 1817 
New YorK 20, NEw YorK 


Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume 
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announcing ‘lim OVdll: 


Brand of Prothipendy! hydrochloride 


completely new calmative 


for the temperamental for the emotional 
older patient teen-ager 


Specifically developed for active patients in need of calm- 
ing without the “‘slow-down”’ of sedatives or the hazards 
of many tranquilizers. “rImovan” offers a new range of 
safety and effectiveness in the relief of tension in the 
ambulatory patient, notably the adolescent and the 
geriatric. Particularly valuable in conditions in which 
excessive emotional response complicates therapy, as in 
dermatoses and allergies.’* 


DOSAGE: One or two tablets three 
= ’ or four times daily. Depending on 
. ne response to age of patient and severity of 
Ing symptoms, dosages ranging from 
Stabilizes the autonomic 100 mg. to 400 mg. daily (in di- 
nervous system. vided doses) have been used effee- 
Nonhypnotie, yet improves tively and safely. 
sleep pattern. CONTRAINDICATIONS: Not to be 
No sensitivity reactions or = aiteded of acute alcoholism 
toxicity reported. or barbiturate poisoning. 


Has not given rise to drug SUPPLIED: “TIMOVAN” No. 739 


2 > a . 25 mg. tablets. No. 740 —50 mg. 
tolerance oven on prolonged use. tablets. Bottles of 100 and 1,000. 
Nonaddictive. 


a P REFERENCES: 1. Medical Records of Chemie- 
e Preferred to barbiturates. werk Homburg A/G. 2. Linke, H.: Munchen. med. 
Wehnschr. 100:969 (June 20) 1958. 3. Quandt, 
) ( V. J., Von Horn, L., and Schliep, H.: Psychiat. et 
( Neurol. 138:197 (Mar.) 1958. 4. Medical Re« 
ords of Ayerst Laboratories, 
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DEVEREUX SERVES 


A FULL EDUCATIONAL PROGRAM, extending from kindergarten through senior 
high school and beyond, is offered at Devereux for emotionally disturbed, as well 
as slow-learning children. 


Instruction is highly individualized and planned to take advantage of the spe- 
cialized learning techniques which are most effective for these children. 


The curricula of the Devereux units include a solid academic program for col- 
lege preparatory work; a vocational and commercial program; and prog ‘ams of 
artisanship or craftsmanship, stressing the use of special tools and skills, « ther as 
preparation for admission to a vocational or trade school or as a means c‘ attain- 
ing self-confidence and personality development. 


CLINICAL STAFF 


Lance Wright, M.D. 

F. Ellsworth Henry, S.T.D. 
Milton Brutten, Ph.D. 
William J. Cohen, Ph.D. 
Dorothy E. Conrad, Ph.D. 
Sidney L. Copel, Ed.D. 


J. Clifford Scott, M.D. 

Edwin H. Abrahamsen, M.D. 
Aurelio Buonanno, M.D. 
Charles M. Campbell, Jr., M.D. 
Fred J. Culeman, M.D. 

Ruth E. Duffy, M.D. 


William F. Haines, M.D. 
Robert L. Hunt, M.D. 
Richard H. Lambert, M.D. 
Leonardo Magran, M.D. 


Shirley M. Jahnson, Ph.D. 
Noel Jenkin, Ph.D. 

John R. Kleiser, Ph.D. 
Murray Levine, Ph.D. 


Henry Platt, Ph.D. 
Edgar A. Smith, Ed.D. 
George Spivack, Ph.D. 
Herbert A. Sprigle, Ph.D. 
Anne Howe, M.S. 
Kenneth E. Evans, B.S. 


Joseph J. Peters, M.D. 
Alvis J. Scull, M.D. 
Jacob S. Sherson, M.D. 
Albert S. Terzian, M.D. 
Walter M. Uhler, M.D. 
Tirso L. Vinueza, M.D. 


Psychoanalytic Consultants 
G. Henry Katz, M.D. Herbert H. Herskovitz, M.D. 


SCHOOLS 
COMMUNITIES 
CAMPS 
TRAINING 
RESEARCH 


THE DEVEREUX FOUNDATION 


A nonprofit organization Founded 1912 
Devon, Pennsylvania 


Santa Barbara, California Victoria, Texas 


Professional inquiries for Eastern Schools should 
be directed to Charles J. Fowler, Reg/strar, 
Devereux Schools, Devon, Pa. ; for Pacific Coast 
Schools, to Keith A. Seaton, Registrar, Dever- 
eux Schools in California, Santa Barbara, Calif. ; 
Southwestern residents address Devereux Schools 
in Texas, Box 336, Victoria, Tex 


HELENA T. DEVEREUX 


Administrative Consultant 


EDWARD L. FRENCH, PA.D. 


Director 


WILLIAM B. LOEB 


Treasurer 
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